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Abstract
ABSTRACT
In the United Kingdom (UK), the provision of health care is established on the principle of access of 
care for all - free at the point of delivery. The UK hosts a multi-ethnic population and thus to ensure 
equality of access health policies must take into account the needs of people from all ethnic 
backgrounds. The purpose of this study is to identify the aspects of ethnicity that need to be 
accounted for when forming health policy in order to provide health care that is accessible to all, 
regardless of ethnic background.
In the UK, minority ethnic groups see a higher incidence of diseases such as diabetes, coronary heart 
disease and haemoglobinopathies, compared to the national average; furthermore the incidence of 
diabetes is highest in the British Bangladeshi population. Thus the researcher has chosen to use the 
British Bangladeshi population and diabetes management as a vehicle to explore and identify the 
aspects of ethnicity that are not only pertinent to the delivery of appropriate diabetes care but should 
also play a vital role in shaping policies that govern the delivery of all health care.
Using diabetes as the vehicle for this research, the methodology for this study is comprised of two 
phases: a national exploratory survey and a single case study. The purpose of the exploratory survey 
is to study current policies on diabetes management and assess their applicability to people from 
ethnic minority groups. The findings from the exploratory survey indicate that there is a lack of 
diabetes policies in the current health care system that account for the needs of ethnic minority 
people. With this lack apparent a single case study was conducted using British Bangladeshi people 
and diabetes management as a vehicle, to explore and identify the aspects of ethnicity that need to be 
reflected in diabetes policy. A single case study was the apposite methodology for this phase of the 
research as the setting for the case study was unique in that it was a recognised centre for excellence 
in primary care that served a large British Bangladeshi population. The study identified 
communication, tradition, religion, professional and patient education to be the aspects of ethnicity 
pertinent to the delivery of appropriate diabetes care. These components of ethnicity must inform 
diabetes policy to ensure diabetes care that accommodates the needs of minority ethnic people.
Having used diabetes as a vehicle for this study, the researcher further applies these aspects of 
ethnicity to the observed patient’s journey to develop a schema for the inclusion of ethnicity into 
other health policies. Whilst this schema is constructed from a single case study, the researcher 
proposes that it be applied to other minority ethnic groups for the inclusion of ethnicity into all health 
policy. The schema presented at the conclusion of this research may be used as a tool to identify the 
components of ethnicity for other ethnic groups which if reflected in all health policies would ensure 
a health service that addresses the needs of each patient as an individual.
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CHAPTER ONE 
INTRODUCTION
1.0 Prologue:
In the United Kingdom, healthcare is perceived to be a basic human right and access to 
healthcare should be equal for all who need it, regardless of gender, ethnicity, social and 
financial status. Two of the core principals of The NHS Plan (2000) state:
• The NHS will shape its services around the needs and preferences o f  individual 
patients, their families and their carers.
• The NHS will respond to different needs o f different populations.
The current drive in the NHS is geared towards creating a health service that is accessible 
to all people in all facets of society. Health policies that govern the delivery of healthcare 
need to cater for the whole population. Research has shown that inequalities in access to 
health services exist all over the United Kingdom. People from ethnic minority groups are 
particularly vulnerable to inequalities in access to healthcare. Ethnicity is an issue that 
needs to be addressed in health policy if the goals of reducing unjustified variations in 
health are to be achieved.
1.1 The Research Question:
This research aims to identify the aspects of ethnicity that need to be incorporated into 
health policy, in order to create a health care service that accommodates the health needs 
of people fi-om ethnic minority groups. The research highlights the case of a particular 
ethnic minority group in a specific healthcare setting to explore aspects of ethnicity that 
are important in the delivery of healthcare. The findings from this case study can be 
applied in forming a schema for inclusion of ethnicity into all health policies.
______________________________ Chapter One
1.2 Developing the Literature Review:
The theoretical background for this research was constructed through the systematic 
review of existing literature. The researcher used electronic tools such as on-line 
databases and search engines to search for existing literature relevant to the research 
question. The literature studied was identified by entering key terms such as ‘health 
policy’ and ‘ethnicity’ into the search engines of databases such as the University Library 
database, Medline, BIDS, Cochrane Library, Science Citation Index and Science Direct.
1.3 The Chapters That Follow:
Below is a description of the content of the chapters that follow.
Chapter Two - Policy, Health Policy and Evidence based Health Policy:
Chapter two investigates policy making as described by social researchers. From general 
policy the researcher has proceeded to define health policy and the process of making 
health policy. From health policy the researcher has moved on to defining evidence based 
health policy and methods for identifying correct evidence have been displayed.
Various theoretical models of policymaking, as described by social policy researchers, 
have been discussed. Literature relating to policy making in the British central 
Government, the role of the Prime Minister and civil servants have also been described. 
Different levels of policy making and both high politics and low politics have also been 
discussed. The three levels of health policy have been described and the role of the 
Department of Health in the policy making process highlighted. Other outside sources 
that may have an impact on health policy making have also been identified. The 
government initiatives to implement health policy informed by good evidence have also 
been addressed. This chapter forms the basis of the understanding of what constitutes a 
policy and how policies are fonned.
___________________________________________________________________________________________________________________________________________________________________  Chapter One
Chapter Three - Health Policy and Ethnicity:
Chapter three defines ethnicity and describes the make-up of the ethnic minority 
population in the United Kingdom. The Race Relations Act and the ethnic policy 
recommendations made by the Independent Inquiry into Inequalities in Health have also 
been discussed. Information on geographical distribution of ethnic minority people is also 
included. The need for incorporating ethnicity into health policy is discussed and the 
various issues of ethnicity highlighted. The areas of health particularly relevant to people 
from ethnic minority groups have been highlighted and identified as the areas of health 
care where it is imperative that health policies account for ethnicity.
Chapter Four -  Ethnicity and Diabetes:
Chapter four discusses diabetes and British Bangladeshi people as an area of health care 
where it is important that diabetes policies cater for the specific needs of this population. 
Diabetes and its treatment are discussed. A brief history of diabetes care through the 
decades is detailed. The prevalence of diabetes in the UK is also included. Facts and 
figures are presented on the prevalence and incidence of diabetes in the UK. Diabetes and 
its prevalence in ethnic minority groups are described. The British Bangladeshi 
population are identified as the highest risk group for diabetes. Chapter four then goes on 
to discuss diabetes management in British Bangladeshi people and the aspects of ethnicity 
that may impact on their diabetes care.
Chapter Five -  Epistemological Issues:
Chapter five deals with the epistemological issues of this study. The aim of this chapter is 
to explain the theory and philosophy behind the chosen research methods. Firstly the 
research question and the research objectives are identified.
The method for choosing an appropriate research strategy is discussed in this chapter. The 
research strategy is then chosen for each stage of the data collection and justified. This 
chapter states that the data would be collected in two stages, an exploratory survey and a 
case study. The two paradigms of research, qualitative and quantitative, are discussed and
_____________________________________________________________________________________________________ Chapter One
compared. The paradigm within which this study falls is identified and subsequently 
justified.
Various possible research designs within the chosen research strategies for this study are 
discussed in this chapter and the final research design is decided. The choice of research 
design for the exploratory survey and the case study are justified. A conceptual 
framework for the case study is presented. The chapter also displays a diagrammatic 
overview of the research strategy for this study with details of the research design.
The issues of generalisability, validity and reliability pertinent to this research design are 
discussed and the issue of researcher bias is also discussed. Issues of an ethical and 
confidential nature in respect to this study are also discussed in this chapter.
Chapter Six -  Methodology:
Chapter six deals with the intricate details of the methodology of data collection for this 
study. The methodology for both data collection stages is discussed in full. For the 
exploratory survey the survey population and the survey tool are discussed. A time limit 
is set for carrying out the survey. Methods for analysing the survey data are also 
discussed.
The case study setting and design are also described. The stakeholders are identified and 
the number and nature of the inteiwiews to be carried out are discussed. The topics to be 
included in the interviews are decided and the interview questions formed. A method for 
piloting the interview questions is also detailed. The time limit for conducting the case 
study is also set. Qualitative methods for carrying out in depth analysis of the interview 
data are also discussed.
Chapter Seven -  Presentation of Findings I - Exploratory Survey:
Chapter seven displays the findings and descriptive analysis of the findings from the 
exploratory survey. The findings from the survey are displayed in graphs and described in 
detail.
_____________________________________________________________________________________________________________ , ________________________________________________________________________Chapter One
Chapter Eight - Presentation of Findings II -  Case Study:
In chapter eight the findings from the case study are analysed and the analysis of the 
interview data is displayed. An overview is given of the interviews conducted and the 
nature of the setting where the interviews were conducted. The analysis of the interview 
data is carried out using the following three methods:
• Thematic Content Analysis
• Inductive Sequential Analysis
• Frequency Analysis
The analysis carried out using the above techniques is described in detail in chapter eight.
Chapter Nine - Presentation of Findings III -  Inelusion Schema:
Chapter nine displays the schema of inclusion of ethnicity into health policy as has been 
designed by the researcher informed by the findings from the case study. The chapter 
displays a simplified picture of the patient’s journey through the primary care setting 
based on observations made by the researcher at the setting of the case study. This 
journey is then adapted for inclusion of ethnicity at the various stages of the journey. 
From this a schema is designed which may be applied in the process of incorporating 
aspects of ethnicity into all health policies.
Chapter Ten -  Discussion and Conclusion:
Chapter ten discusses the findings from this study. The findings from the exploratory 
survey, the case study and the inclusion schema are discussed in detail. Conclusions to 
this study are reached in this chapter and recommendations for future research are made. 
The contributions this study makes to a body of knowledge are also discussed.
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1.4 How The Chapters Address the Research Question:
A detailed description of the content of the chapters in this thesis is given above. These 
chapters address the research question through various stages. The essence of each 
chapter is given below and through this the researcher presents the background and a 
logical pathway to answering the research question.
=> Chapter Two: In keeping with the current trends of forming health policy that is 
based on sound evidence and also to create a health service that is centred on the 
patient (The NHS Plan, 2000), it is important to develop policy based on the 
health needs of etimic minority people.
=> Chapter Three: In accordance with the findings from the Independent Inquiry into 
Inequalities in Health (1998) and legislation such as the Race Relations 
(Amendment) Act (2000), it is imperative that aspects of ethnicity are incorporated 
into health policy when delivering health care to people from ethnic minority 
groups.
=> Chapter Four: Diabetes Policy that governs the care of British Bangladeshi people 
must reflect the needs of this population that arise as a result of their ethnicity.
=> Chapters Five and Six: An exploratory survey is used to examine current diabetes 
policies and a case study conducted to identify the aspects of ethnicity pertinent to 
diabetes care of British Bangladeshi people.
=> Chapter Seven: Current Diabetes Policies do not account for the needs of ethnic 
minority people.
=> Chapter Eight: Communication, Tradition, Religion, Professional Education and 
Patient Education are the aspects of ethnicity identified as pertinent to diabetes 
care for British Bangladeshi people.
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=> Chapter Nine: The aspects of ethnicity identified in Chapter Eight are incorporated 
into a schema that may be applied in developing health policy that accounts for 
the health needs of ethnic minority people.
1.5 Summary:
This research aims to identify aspects of ethnicity that need to be incorporated into health 
policy in order to create a health service that caters for the needs of ethnic minority 
people. The literature that forms the theoretical base of this research follows on in the 
next chapter and thereafter. The methods for data collection and the logical analysis of the 
data are in the following chapters and the study concludes with a discussion on the 
findings and conclusions to this study.
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CHAPTER TWO 
POLICY. HEALTH POLICY AND EVIDENCE-BASED 
HEALTH POLICY
2.0 Introduction:
This chapter examines policy and policy making. The field of health policy and evidence 
based health policy will also be explored. The different levels of policy and policy 
making -  macro, meso and micro, will be investigated. Various models of policy making 
as cited by social researchers ^vill be presented followed by how policies are formed in 
reality.
Governmental bodies and officials develop policies that are in the public domain. These 
policies are developed at the highest level of policy making and focus on purposive action 
by or for governments. Policy involves not only the decision to act on a particular issue 
but also the subsequent decisions relating to its implementation and enforcement. It is 
important for policy to reflect the government’s statement of intent, what is actually being 
done and also what is not being done (Walt, 1994).
In the United Kingdom (UK) and most parts of the world, health care providers are 
encouraged to practice evidence-based medicine. In view of this the British Government 
has been trying to implement ‘evidence-based policy’ applicable to public health and 
social policy as well as to healthcare (Macintyre et al., 2001). Sound evidence is gathered 
through well-defined research and it is this evidence that should inform the process of 
health policy making.
In order to understand ‘evidence-based policy’ in the field of healthcare, policy itself 
needs to be defined. This chapter will summarise the concept of policy and then go on to 
define health policy and the process of evidence informing health policy.
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2.1 The Definition of Policy:
Social researchers have tried to define the term policy; however it is evident that very few 
people agree on the meaning of the word. A former British civil servant (Cunningham, 
1963) states as cited in Barker (1996:20):
“Policy is rather like the elephant -  you recognise it when you see it, but cannot 
easily define it. ”
The above statement, whilst applicable in most cases, still poses the question of always 
being able to recognise policy or action instigated by policy. For example, people can 
carry out tasks and put it down to precedence set by predecessors or even force of habit 
and thus in such situations may not interpret it to be a task driven by policy. It can be 
argued that a policy only exists when any action is taken in regard to it. One may only 
acknowledge the existence of a policy when it is visibly seen to promote an action or 
thought. In view of this Barker (1996) questions the significance of a policy when nothing 
has been done to implement it. It can be argued that a policy is meaningless if it is only a 
statement on a piece of paper and not translated into action.
Policies are often viewed as statements about attitudes or instructions towards selecting a 
course of action (Barker, 1996). The policy may take the form of a detailed plan in 
regards to a specific action, or may just be a generalised statement of approach towards 
that action. Policies are regarded in an official capacity when formally agreed by the 
relevant legislative body.
Definitions of policy, as cited by social researchers, have been presented above. The 
researcher concludes that it is difficult to agree on any one definition alone, to encompass 
the whole meaning of the term policy and what it represents. Rather the researcher 
proposes to take into consideration all of the above definitions and concepts to gain a 
comprehensive understanding of the term policy. Later in this chapter the policy making 
process is presented, which will enrich the understanding of policy further. For the 
purpose of this study, this chapter will now go on to define health policy.
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2.2 The Definition of Health Policy:
The term health policy holds different meanings for different people. This is evident 
through the different statements made by social researchers when trying to define health 
policy. Allsop (1994:5) states:
“The term ‘health policy ’ has been limited to the policies o f governments. That is, 
to authoritative statements o f  intent about action which relate to the maintenance 
o f good health in individuals and populations; the cure o f disease and illness; and 
the care o f the vulnerable and the frail. ”
From the definition above, it can be interpreted that health policies are only formed at the 
highest level of administration, that being the government. In contrast, it has been 
demonstrated later in this chapter, that health policies are actually formed at various 
levels of administration.
Barker (1996) states that health policies are important because they give content to the 
practices of the health services. Health services, as defined by Allsop (1994), refer to the 
range of services provided by health professionals and establishments dedicated to health 
care. Health policies are translated into a whole range of practices, statements, regulations 
and even laws, which are the result of decisions about how to do things within the health 
sector.
Niessen et al. (2000:859) try to present a broader definition of health policy and they 
state:
“Health policy in the broader sense can be defined as those actions o f  
governments and other actors in society that are aimed at improving the health o f  
populations. ”
It can be seen from above that deciding on any one definition of health policy is difficult 
and this dilemma is further enhanced by Walt (1994) describing a conversation she was 
having with four others about the definition of health policy. The comments made in
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regards to the meaning of health policy during this conversation are in themselves proof 
that very fe-w people agree on any one definition of the term.
Walt (1994:1) states:
“For the economist from the World Bank it was the allocation o f  scarce resources. 
For the Ugandan health planner it was about influencing the determinants o f  
health in order to improve public health. For the British physician it was about 
government policy for the health service. The Brazilian smiled. Tn Portuguese the 
word “politica” means both policy and politics', she said. For her, health policy 
was synonymous with health politics... For most people, health policy is 
concerned with content. It is about the best method o f financing health services 
(private versus public insurance systems, for instance) or about improving 
antenatal health care delivery. ”
The researcher has already proposed that the definitions given by the various social 
researchers need to be taken into consideration to gain a comprehensive understanding of 
policy. The researcher chooses to apply this concept in the process of defining and 
understanding health policy.
In contrast to the definition of health policy given above by Allsop (1994), Lohr (1998) et 
al. state that health policy can be decided at the highest levels of abstraction or at quite 
detailed levels of specific interventions for individual patients. These ‘levels’ of policy 
decisions can be described as the Macro, Meso and Micro level.
Macro: At the highest level deemed as the ‘macro’ level arise questions about the
total health care budget for the nation.
Meso: Secondly at the ‘meso’ level, questions regarding budget allocation among
health services, allocations for research and education and allocations to 
specific health disorders or segments of populations are dealt with.
Micro: At the third or ‘micro’ level policy-making is focused on care for
individual patients, protocols for administrators and clinicians.
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Health policy that is formed from evidence plays an important role in the delivery of 
healthcare. In the modem world healthcare practitioners are exhorted to deliver healthcare 
that is based on sound evidence. This chapter will now examine evidence based health 
policy and the process of forming health policy based on sound evidence.
2.3 Defining Evidence-Based Health Policy:
Evidence-based health policy is health policy informed by systematically collected proof 
from the health sciences, on the effects of health-related interventions (Niessan 2000). 
Health care providers are exhorted to practice evidence-based medicine these days and 
the British Government wants to base health policy and public policy on evidence 
(Macintyre et al, 2001). It is cited in the NHS Executive (1996) that:
“The overall purpose o f the NHS is to secure, through the resources available, the 
greatest possible improvement in the physical and mental health o f  the people... 
In order to achieve this, we need to ensure that decisions about the provision and 
delivery o f  clinical services are driven increasingly by evidence o f  clinical and 
cost-effectiveness, coupled with the systematic assessment o f  actual health 
outcomes (as cited in Harrison). ”
In keeping with the above statement there have been two developments within the NHS to 
support evidence-based medicine and in turn evidence-based policy. Since 1991 there has 
existed a national research and development strategy for the NHS, which has led to the 
appointment of regional research and development directors. The main purpose of this 
strategy was to identify the large population of health interventions deemed to have never 
been properly evaluated, and then divide them into the effective and the ineffective. 
Secondly institutions such as the Cochrane Centre at the University of Oxford, Effective 
Health Care Bulletins co-ordinated from the University of Leeds and the NHS Centre for 
Reviews and Dissemination at the University of York have been funded to review, collate 
and disseminate the findings of effectiveness research for the NHS.
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Lohr et al. (1998), state:
“A thread that runs through most recent health policy analysis is that greater 
reliance must be placed on scientific evidence and less on ideology or expert 
opinion. ”
A  basic understanding of evidence based health policy can be gained from the above 
information. To further understand how such policy is formed it is important to interpret 
the meaning of evidence-based medicine. Sackett et al. (1996:71) state:
“Evidence-based medicine is the conscientious, explicit, and judicious use o f  
current best evidence in making decisions about the care o f individual patents. ”
The definition of evidence-based medicine leads to the understanding that evidence-based 
policy should also be formulated on ‘current best evidence.’ Having established that ‘best 
evidence’ forms the basis of evidence-based policy, the dilemma now lies in the 
identification of ‘best’ evidence.
2.3.1 Choosing Best Evidence:
Lohr et al. (1998), state:
“Although superficially convincing, published evidence may be slanted because o f  
defects in study design, various other hard-to-detect biases and cofounders, and 
carelessness, and these problems impede accurate, objective assessment o f  the 
literature. ”
Not all evidence is of equal quality. The efficacy of a health policy can largely depend on 
the accuracy, applicability and quality of the evidence it was based on. More than 60 
checklists, scales or schemes have been identified for grading literature or evidence, some 
of them being from the Cochrane Collaboration and the Agency for Health Care Policy 
and Research (AHCPR). Some grading schemes are occupied mainly with grading 
literature containing evidence on their study designs with randomised controlled trials 
taking prevalence over all other study designs. Other schemes are employed creating
13
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quantitative scales which grade articles on domains such as problem-statements, 
sampling, measurement, statistical conclusions, etc. (Lohr et al. 1998).
Canadian academics have proposed a ‘hierarchy of evidence’ that is widely cited as an 
authoritative definition of the soundness of scientific research purporting to demonstrate 
the effectiveness of medical and similar interventions (Harrison, 2000). The hierarchy is 
displayed in the table below:
Table 2,1: The Hierarchy of Evidence:
Level of validity of 
findings
Type of Research
I Strong evidence from at least one systematic review of 
multiple well designed randomised controlled trials.
II Strong evidence from at least one properly designed 
randomised controlled trial of appropriate size
III Evidence from well-designed non-randomised trials, single 
group pre-post, cohort, time series or matched case- 
controlled studies
IV Evidence from well designed non-experimental studies from 
more than one centre or research group.
V Opinions of respected authorities, based on clinical evidence, 
descriptive studies or reports of expert committees.
Source: Canadian Task Force, 1979 (as cited in Harrison, 2000)
The Agency for Health Care Policy and Research has a grading scale from 1-6, which 
grades a collective body of evidence, from highest quality to lowest, which involve 
evidence from:
1. Meta-analysis of randomised controlled trials.
2. At least one randomised controlled trial.
3. At least one well designed controlled study without randomisation.
4. At least one other type of well-designed quasi-experimental study.
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5. Well-designed non - experimental descriptive studies, such as comparative 
studies, correlation studies and case studies
6. Expert committee reports or opinions or clinical experience of respected 
authorities.
It is important to choose the right evidence when formulating a policy as a mismatch 
between evidence and policy can have disastrous consequences. One of the crucial steps 
in searching for the appropriate evidence when forming a policy is to identify the policy 
question accurately and precisely. Once the appropriate evidence is disseminated and the 
policy is formed it is important to have a system whereby the policy recommendation is 
evaluated before being implemented. There have been incidents in the past where 
interventions in health and social care have had adverse effects (Macintyre et al., 2000). 
Some examples are given below In Figure 2.1.
Figure 2.1: Some Adverse Effects of Interventions in Health and Social Care:
Policy: Social work services provided to boys who were delinquents
Effect: Increase in re-offending, drug and alcohol dependence and mental illness.
Policy Parents are advised to place infants in the prone position to sleep.
Effect: Increased risk o f cot death.
Policy: Bed rest recommended for a range o f medical conditions.
Effect: No outcomes improve when bed rest prescribed and some are worsened by it. 
Policy: Separate mothers and newborn infants to reduce infection 
Effect: Increase in infection and difficulties in mother-infant interaction.
Source: Macintyre 2001.
It may very well be the case that the above policies were not based on sound evidence. A 
system by which policies can be evaluated before being implemented may have helped to 
avoid the above undesired effects. An example of such an evaluation system is given later 
on in this chapter.
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There are different types of policy mainly defined by the level of politics at which they 
are formed. This chapter has discussed the macro, meso and micro levels of health policy 
making. Like health policy, all policies can be segregated into different levels depending 
on where they are formed and what level and magnitude of action the policy instigates. 
The different types of policy are further discussed below.
2.4 Different Types of Policy:
Policies vary and the nature of the policy can affect political behaviour in different ways. 
Walt (1994) suggests that a simple way of differentiating policies is by dividing them into 
‘high politics’ and ‘low politics,’ terms, which are borrowed from the field of 
international relations.
Evans and Newnham (1992:127) state as cited in Walt (1994:42) that high politics is:
“the maintenance o f core values-including national self-preservation-and the long 
term objectives o f the state. ”
Evans and Newnham (1992: 184) as cited in Walt (1994:42) define low politics as:
“«0 / seen as involving fundamental or key questions relating to a state’s national 
interests, or those o f important and significant groups within the state.
Thus in situations of, for example, major economic decisions or national security, deemed 
as high politics, government will only consult and confer with groups that are considered 
important to the states economic and political security. The policy process in such 
situations will be relatively closed. Walt (1994) refers to policies addressing high 
politics as macro or systemic policies. These policies are usually the domain of the 
government, formulated by the government and then passed as legislation.
On the other hand in situations of ordinary issues deemed as low politics, the policy 
process tends to be much more open. In such situations groups with special interests are 
given wider access to the government and can often have influence on the policy process.
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Walt (1994) refers to such policies as micro or sectoral policies. Micro policies tend not 
to be considered by the government as a whole but rather by the departments concerned at 
a sub-national level. These policies tend to be communicated by circular and letters rather 
than legislation (Walt, 1994). Table 2.2 below shows the different types of policy and 
policy levels as described by Walt (1994).
Table 2.2 Policy Types and Policy Levels:
High Politics Low Politics
Policy Type Macro Policy  
System ic Policy
M icro Policy  
Sectoral Policy
Policy Level National Government 
State Government 
Regional Authority
Ministry o f  Health 
Local Health Authority 
Institution (e.g. C linic, 
hospital)
Policy Example Regulation o f  private sector. 
Reform o f  civil service 
salaries and conditions.
Introduction o f  breast 
screening
Change in vaccine policy
Source: Walt (1994:43)
The above conceptualisation of policy levels is useful in understanding the policy process 
further, however it needs to be made clear that it is not rigid in its construction. What 
appears to be a low political issue can sometimes find its way into forming high policies 
because of the actions of various interest groups and sometimes the media. Also micro 
policies can cause incremental shifts in policy, which over the long term can result in a 
systemic policy change.
To grasp the full meaning of the term policy, and subsequently health policy and evidence 
based health policy, it may be usefiil to understand the policy making process. This 
chapter will first look at the policy making process in theory as described by social 
researchers and will then go on to examine the policy making process as it occurs in 
reality.
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2.5 The Policy Making Process -  In Theory:
The policy making process is complex. Various attempts have been made to build a 
framework of this process, which is often described as messy, fortuitous, random and 
therefore very hard to systematically analyse (Walt, 1994). A few examples of how social 
researchers have attempted to describe the policy making process are given below.
2.5.1 The Four Stages of Policy making as Described by Walt (1994):
Walt (1994) states that the most common framework used to describe policy making 
divides the process into stages or phases starting from problem identification to 
evaluating the policy formed. These stages are as follows (Walt, 1994: 45):
Problem Identification and Issue Recognition:
How do issues get onto the policy agenda? Why do some issues not even get discussed? 
Policy Formulation:
Who formulates the policy? How is it formulated? Where do initiatives come from?
Policy Implementation:
What resources are there available? Who should be involved? How can implementation 
be enforced?
Policy Evaluation:
What happens once a policy is put into effect? Is it monitored? Does it achieve its 
objectives? Does it have unintended consequences?
The different stages of policy making as described by Walt (1994), are very general and 
could be applied to the formulation of policies at all levels of policy making. This 
particular process can be viewed as comprehensive as it accounts for policy formation 
from the inception of an idea to a system of evaluating the policy bom from the idea. Yet 
at the same time the stages are general enough to be flexible to fit around the formation of 
any public or private policy, health or other wise.
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2.5.2 Different Stages of Policy Making as Described by Kingdon (1984):
Kingdon (1984) as cited in Walt (1994:45) describes the policy making process to at least 
include the following stages:
1) The setting of the agenda.
2) The specification of Alternatives from which a choice is to be made.
3) An authoritative choice among those specified alternatives.
4) The implementation of the decision.
The stages of policy making as described by Kingdon (1984) lack a step for monitoring 
and evaluating the effect of a policy once implemented. This does not allow for feedback 
on the efficacy of a policy and somewhat stunts the process of adapting policies to 
changes that may occur.
2.5.3 Policy Making Process as Described by Hogwood and Gunn (1984):
Hogwood and Gunn (1984), as cited by Walt (1994:45) also describe the policy making 
process in sequential stages or phases as depicted below. Their description of policy 
making incorporates slightly more detailed processes than the framework described by 
Kingdon (1984). The stages are:
Deciding to decide (issue search and agenda-setting) 
Deciding how to decide (Issue filtration)
Issue definition.
Forecasting
Setting Objectives and Priorities.
Options Analysis
Policy Implementation, monitoring and control. 
Evaluation and review.
Policy maintenance, succession or termination.
The policy making process as described by Hogwood and Gunn (1994) comprises of 
stages that are quite detailed. Unlike the policy making process described by Kingdon
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(1984), this process includes a system of evaluation and review and allows for the 
development or termination of policies if needed.
2.5.4 Stages in the Policy-Making Process as described by Barker (1996):
Barker (1996) describes the policy making process as a sequence of events and she 
represents this in a diagram, which is depicted below:
Figure 2.2 Stages in the Policy-Making Process:
Issue Definition
I
Setting Objectives
I
Priority Setting
I
Defining Options
I
Options Appraisal
i
Implementation
i
Evaluation
Source: Barker (1996)
The above model of policy making implies that policy making is always in the full 
control of the individual or the policy maker and that all of the above stages are carried 
out in a sequential order each time a policy is made. However, this is very rarely the case 
in practice and Barker (1996) suggests that the above model should carry a warning so 
that the reader is aware of the fact that policy making is an evolutionary process and thus 
does not always follow the systematic process as depicted above.
The policy making process described by Barker (1996) also allows for a system of 
evaluation which can feed back into the first stage of policy making and allow for new
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policies to be formed if the evaluation requires it to be done. This allows for a culture of 
change and depicts a more flexible approach to policy making.
2.5.5 Easton’s (1953) Systems Model of Policy Making:
There are many ways of thinking about the concept of the policy making process. In order 
to understand policies further, another framework maybe considered to analyse the policy 
process. A good example is the work of David Easton (1953), (cited in Ham 1997:97), 
who believes that:
“A policy consists o f a web o f  decisions and actions that allocate values.^'
A number of researchers have found Easton’s framework for analysing the policy process 
to be a very useful tool. Easton’s systems approach depicted below simplifies and 
somewhat conceptualises the policy process (cited by Ham 1999:101).
Figure 2.3 Easton’s Simplified Model of a Political System:
ENVIRONM ENTENVIRONM ENT
Demands
D ecisions
The Political System and ActionsSupport
ENVIRONM ENT
ENVIRONM ENT
Source: Easton (1965a) as cited in Ham (1999:99)
It is important to note here that, to assume all policies are made in the above process 
would be naïve. However it is a good starting point in the study of the policy process as it 
helps one to visualise a simple process in which polices can be made. One of the key
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elements of such a political system as depicted by Easton (1965a), are inputs, which 
mainly consist of demands and supports. Demands are made up of actions by individuals 
and groups seeking values from relative authorities. Easton (1953) uses the term ‘values’ 
to describe rewards and sanctions allocated by people in positions of authority. Supports 
on the other-hand are actions such as voting, obedience to the law and the payment of 
taxes. These demands and supports are fed into the black box of decision-making and 
thus the system produces outputs as seen above in Figure 2.3. Outputs are mainly 
decisions and policies put in place by the authorities. From Easton’s systems model one 
can see that there is an allowance for feedback in the form of outputs having an influence 
on future inputs into the system.
As mentioned above Easton’s systems model can be valuable in trying to gain an 
understanding of the policy making process; however it is important to be aware of the 
drawbacks of this system to fully appreciate that in reality not all policies are made in the 
above way. Easton’s identification of processes within the systems model is valuable for 
analytical purposes. However, in reality they very rarely occur in the sequential order i.e. 
from demand initiation, through the conversion process to outputs, as depicted by the 
systems model. Policy is often made as it is implemented. The above sequential processes 
within Easton’s systems model does not allow for such iterative and continuous 
development of policy.
Another limitation of Easton’s systems model is that the framework mentions the ‘black 
box of decision-making’ but does not describe it in as great detail as it does the process of 
demands and supports. This however is understandable as many researchers have found it 
difficult to penetrate the decision-making activities of governmental agencies and thus it 
does remain somewhat of a black box (Ham, 1999).
To try and understand the actions of this black box further and achieve an understanding 
of how policy is formed in reality the role of the British Central Government and other 
organisations that influence the policy making process is given below.
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2.6 The Policy making Process - In Practice:
Thus far this chapter has dealt with the policy making process as depicted by social 
researchers. The chapter will now try and explore how policies are formed in reality 
through examining the influence various organisations have on the policy making 
process.
2.6.1 The Role of the British Central Government in the Policy Making Process:
In the United Kingdom the Central Government can be considered to be the highest level 
in the process of policy making at a national or macro level. The Prime Minister has sole 
responsibility for appointing members of the Cabinet. The Prime Minister also has the 
power to negotiate with individual ministers to influence specific policies.
There is also a Policy Unit located in 10 Downing Street that successive Prime Ministers 
have utilised since 1974. The main objective of this Unit is to assist the Prime Minister in 
implementing strategic goals of the government. Willets (1987) states:
'^One o f  its members during the 1980s has identified seven functions performed by 
the Unit. These are to serve as a think-tank, to act as an adviser, to follow up on 
the implementation o f policy decisions, to raise important issues that might not 
otherwise have been passed to the Prime Minister, to lubricate relations between 
No. 10 and departments, to brief the Prime Minister directly on issues, and to help 
discover frustrated reformers and give their ideas another chance (as cited by 
mm 7PPP. "
Ham (1999) suggests that the old traditional view that ministers decide policy and civil 
servants implement it, is now obsolete. Civil servants influence policy making in various 
ways. Their access to information coupled with their many years of experience, puts them 
in a somewhat more privileged position.
Political parties have somewhat of a unique input into the policy process, which can carry 
considerable weight with civil servants. This input is Manifesto proposals, which can
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have an influence on policy-making, particularly in the early years of government. A 
newly elected government will use its election manifesto as a starting point in forming 
legislation programmes to put before Parliament.
Select committees are made up of MPs who investigate particular topics and publish 
reports on their findings. For example the Health Committee scrutinises the work of the 
department of health and examines a wide range of issues to do with both the NHS and 
social services (Ham, 1999). Through reports presented to Parliament, select committees 
can often influence the making of new policies.
Parliament allows individual MP’s to propose legislation in the form of a private 
member’s bill. The findings of select committees often inspire individual MPs and this 
inspiration sometimes results in the form of a private member’s bill. Also ministers can 
be subjected to a level of questioning which in the absence of the information provided by 
select committees would not be possible (Ham, 1999).
2.6.2 The Influence of Pressure Groups Outside the Central Government in the 
Policy Making Process:
The relationships between various groups and government are different, though it is the 
producer groups, which seem to have the greatest influence on policy making. For 
example a close relationship exists between the British Medical Association (BMA) and 
the Department of Health. Consumer groups tend to have somewhat less influence on 
policy making, primarily because their co-operation is not as important in the policy 
process. However there are some consumer groups that do play a role in the central 
policy-making process. Groups - such as Shelter, representing homeless people; MIND, 
concerned with mental health - are often consulted on a regular basis by the government. 
These groups also act as advisory bodies which help direct government departments in 
their development of policies (Ham, 1999).
The above sources of influence are mainly effective at a national level of policy-making 
and are applicable to policies processed by the various departments of state. However, it 
is important to understand the dynamics of policy making at a local level as well. Local 
policies are influenced by local environment and needs and thus it is not feasible to try
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and describe the policy making process at a local level with any one system or model. 
The process in which local policies are made will differ between fields and will be 
specific to that environment.
To understand health policies further it is necessary to be aware of the machinery 
involved in the health policy making process and thus have an understanding of the 
dynamics of the Department of Health in regards to health policy making. This is further 
discussed below.
2.7 The Health Policy Making Process -  The Role of The Department of 
Health:
The Department of Health was originally established in 1919 as the Ministry of Health. 
The Ministry was then merged with the Ministry of Social Security to form the 
Department of Health and Social Security in 1968. However, 20 years later then Prime 
Minster Margaret Thatcher divided the two departments and thus the Department of 
Health was bom. In the 1980s the NHS executive was established within the Department 
of Health to oversee the implementation of policy and the overall performance of the 
NHS (Ham, 1999). Macro policies are formed at this level of policy making.
A member of cabinet sits at the head of the Department of Health as the Secretary of State 
for Health. They are supported by a number of ministers. Like most other departments of 
state, on a day-to-day basis, the civil servants carry out the main work of the department. 
The most senior civil servant is the Permanent Secretary who works in conjunction with 
the Chief Medical Officer and the Chief Executive of the NHS Executive.
The Secretary of State’s main responsibilities are setting the aims and objectives for the 
department and deciding on policies and priorities. Until recently the Policy Board, made 
up of ministers, senior civil servants and eight regional NHS chairmen, supported the 
secretary of State in relation to meeting objectives and overseeing the overall 
performance of the NHS. In place of the Policy Board the NHS Executive is now 
responsible for advising ministers in regards to implementing health care policy. The 
Chief Executive chairs the NHS Executive and the other members are made up of the
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eight regional NHS chairmen, headquarters directors and the Chief Medical Officer 
(Ham, 1999).
Policies are nowadays being developed more and more through consultation between 
government departments and the organisations concerned with their work and this gives 
rise to policy communities as described by Richardson and Jordan (1979). Such a policy 
community exists bom from the consultations that take place between the Department of 
Health and various health service provider and purchaser groups.
2.7.1 National Health Policy Community:
Ham (1999:126) states:
Consultation may take place through a variety o f channels: through standing 
advisory committees or groups; through ad hoc enquiries or working groups set 
up to advise on particular issues; and through the more or less regular pattern o f  
negotiation and discussion in which the Department o f Health engages with 
outside interests like the British medical Association.
It is important to acknowledge that not all groups are equally well integrated into the 
national health policy community. In practice the service providers groups have more 
influence on the policy making process than consumer groups. In view of this Ham 
(1999:127) states:
''...although the health policy making system appears to be pluralistic in that a 
wide range o f interests is involved in the policy process, in practice this system 
may be skewed in favour o f the well-organised groups who have a key role in the 
provision o f health services. ”
In a policy making system where producer groups are dominant changes happen very 
slowly and more often than not to the advantage of the producer groups. Rather than 
making and changing policy, it seems that the Department of Health is more concerned 
with ensuring the continuation of existing service and policies and also the maintenance 
of good relationships with key interests (Ham, 1999)
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2.7.2 Other Sources of Inputs into the Health Policy Process:
Within the national health policy community as shown above, various groups and 
organisations can act as sources of inputs into the health care policy process. It is 
normally the groups that provide health services that have more influence. However, apart 
from producer groups there are other sources that also have a considerable influence over 
inputs into the health policy making system. Some of these are described below.
Parliament and Mass Media:
Ham (1999:132) states:
“Not all the demands made by pressure groups will invoke action and groups 
which are unsuccessful in their attempt to influence civil servants and ministers 
will often turn their attention to parliament and the mass media. ”
So here are two more sources of inputs into the health policy-making system. Parliament 
and the mass media do not only act as vehicles for pressure group demands, but often 
themselves make demands on the policy-making system as well. In the past the media 
have been very active in publicising the poor levels of care in some hospitals. Since the 
1960s when the first cases of cruelty towards patients were reported in newspapers, the 
mass media have been very active in campaigning for better care facilities for groups such 
as the mentally ill and the physically disabled (Ham, 1999). Particularly television 
programmes on Rampton Special Hospital and on hospital services for disabled people 
have resulted in increased public awareness on this area of the NHS and thus indirectly 
the media have acted as pressure groups for the under-privileged sections of the 
community.
Parliament also plays a role in the health policy-making system often in the form of MP’s 
questions, issues raised in debates, private members’ bills and reports from select 
committees. The significance of such pressures exerted on the health policy-making 
system can act as centralising influences on the NHS. The accountability to Parliament of 
the Secretary of State for health require him/her to present detailed accounts of what is
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going on within the department. One such example of legislation resulting from a private 
member’s bill is the Abortion Act (Ham, 1999).
NHS Bodies:
Health authorities and trusts, collectively known as NHS bodies, not only implement 
nationally determined policies but also play an important role in the health policy making 
system. The Department of Health is dependent on NHS bodies for feedback in regards to 
health services and also co-operation to carry out the services. On the other hand NHS 
bodies are dependent on the Department of Health for allocation of resources to fund 
these services. Many policies have been jointly developed by civil servant and NHS 
managers, an example being the performance indicators for the NHS published in 1983 
(Ham, 1999). Ministers as well as civil servants draw on advice from within the NHS to 
help formulate policies. This is achieved through regular meetings between the Secretary 
of state for health and regional chairmen.
A further source of advice from within the NHS on the policy-making system is the NHS 
Confederation. Ham (1999:135) states:
“Membership o f the NHS Confederation comprises a high proportion o f  health 
authorities and NHS trusts and the staff and ojficers o f the Confederation meet 
regularly with ministers and civil servants to discuss issues in health policy and
The Confederation acts as a pressure group and lobbies regularly to make sure that the 
opinions of NHS bodies are heard. Working alongside the Confederation the NHS 
Primary Care Group Alliance are particularly vocal on behalf of GPs and other staff 
working in primary care (Ham, 1999).
Whether or not any of the above groups can have any significant influence on the health 
policy making system sometimes depends on the time they choose to get involved in the 
consultative process. Formal consultation is sometimes preceded by informal consultation 
and this may sometimes be foreshadowed by discussions between key participants. As a
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general rule, the earlier a group becomes involved in the process, the more influence it 
will have on the final decision (Ham, 1999).
Where policies are formed, especially in important areas of everyday life such as 
healthcare, there needs to be in place a process for evaluating policy recommendations. 
Such a system is described below.
2.8 Evaluation of Policy Recommendations:
In 1997 the minister for public health for England and Wales commissioned the former 
Chief Medical Officer for England to moderate a Department of Health review of the 
latest available information on inequalities in health. An ‘evaluation group’ was formed 
to assist the independent inquiry into inequalities in health (Macintyre, 2001). The group 
decided that apart from research on the effectiveness of policies there are other factors 
also that are relevant when evaluating policy recommendations. They formed a criteria 
given below in Figure 2.4, against which they believed policy recommendations should 
bejudged.
Figure 2.4: Criteria Used to Evaluate Policy Recommendations:
Supported by systematic, empirical evidence.
Supported by cogent argument 
Scale o f likely health benefit.
Likelihood that the policy would bring benefits other than health benefits. 
Fit with existing or proposed government policy.
Possibility that the policy might do harm.
Ease o f implementation.
Cost o f implementation.
Source: Macintyre et al (2001)
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Such a system as shown above or systems similar to it may be able to act as a watch-dog 
in the field of evidence-based health policy making to ensure that policies are based on 
good sound evidence and are effective when implemented.
2.9 The National Institute of Clinical Excellence (NICE) and The 
Commission for Health Improvement (CHI):
There are two new bodies at the centre of the government’s drive towards promoting 
equitable access and raising the quality standards in the NHS. These are the National 
Institute of Clinical Excellence (NICE) and the Commission for Health Improvement 
(CHI).
2.9.1 The National Institute of Clinical Excellence -  NICE:
Nice has been set up to provide guidance on clinical effectiveness, cost-effectiveness and 
clinical audit methods to the NHS. The three broad functions of NICE are:
• To appraise new and existing health technologies.
• To develop and disseminate clinical guidelines.
• To oversee clinical audit and confidential inquiries.
NICE is part of the National Health Service and its role is to provide patients, health 
professionals and the public with reliable guidance on ‘best-practice’ (NICE-website).
2.9.2 The Commission for Health Improvement - CHI:
The CHI has been established as an independent body directly accountable to the 
Secretary of State. The five main functions of CHI are:
• To provide national leadership to develop and disseminate clinical governance 
principles.
• To scrutinise local clinical governance arrangements through a rolling programme of 
local reviews of NHS trusts and Primary Care Trusts.
30
______________________________________________________________________________________________________________________________________________________________________________________________ Chapter Two
• To monitor implementation of national service frameworks and NICE guidance.
• To help the NHS identify and tackle serious or persistent clinical problems and to act 
as a trouble-shooter to put things right.
• To oversee and assist with external incident enquiries.
Both NICE and CHI play an integral role in establishing evidence based health policy in 
the UK. It is intended that these two NHS bodies will be a part of a ‘policy sandwich’ 
with the outer layers placing considerable emphasis on national standard setting and 
monitoring through the national service frameworks, the national performance framework 
and the National Patient and User Survey. In the new system of clinical governance, trusts 
and primary care groups are required to demonstrate the presence of quality improvement 
procedures and this will provide the filling to the sandwich.
Another initiative taken by the Government in the drive to implement evidence-based 
policy in the NHS is the introduction of National Service Frameworks to govern the 
service delivery in specific areas of healthcare. This is further discussed below.
2.10 National Service Frameworks:
It is cited in the Department of Health (DoH) web-site (25/01/04) that the aim of the 
National Service Frameworks (NSF’s) is to:
• Set national standards and define service models for a defined service or care 
group.
• Put in place strategies to support implementation.
• Establish performance milestones against which progress within an agreed time- 
scale will be measured.
• Form one of a range of measures to raise quality and decrease variations in 
service, introduced in The New NHS and a First Class Service. The NHS Plan re­
emphasised the role of NSF’s as drivers in delivering the Modernisation Agenda.
An external reference group comprised of health professionals, service users and carers, 
health service managers, partner agencies and other advocates is formed to assist in the
31
______________________________________________________________________________________________________________________________________________________________________________________________ Chapter Two
development of each NSF. The rolling programme of NSF’s was launched in 1998 and it 
so far covers:
Established frameworks on Cancer and Paediatric Intensive Care.
The Mental Health NSF (September 1999)
The Coronary Heart Disease NSF (March 2000)
The National Cancer Plan (September 2000)
The Older People NSF (March 2001)
The Diabetes NSF (Standards December 2001, Delivery Strategy January 2003) 
The Renal Services NSF- Part One: Dialysis and Transplantation. (January 2004) 
The first part of the Children’s NSF (April 2003)
The NHS Plan (2000) was a result of a nationwide programme to identify the areas of 
healthcare that require policy development. Since March 2000, Modernisation Action 
Teams undertook a detailed analysis of problems faced by the NHS in their areas of 
healthcare delivery. This was informed through consultations with patients and NHS 
staff. The contents of the NHS Plan were shaped by the findings from this analysis. This 
is further discussed below.
2.11 The NHS Plan (2000):
The NHS Plan states that the direction for modernisation and reform of the NHS should 
be through reshaping the NHS from the patient’s point of view. Underpinning the NHS 
Plan is a set of core principles as shown below (cited in The NHS Plan, 2000):
1. The NHS will provide a universal service for all based on clinical need, 
not ability to pay.
Healthcare is a basic human right. Unlike private systems the NHS will not 
exclude people because of their health status or ability to pay. Access to the 
NHS will continue to depend upon their clinical need, not ability to pay.
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2. The NHS will provide a comprehensive range of services.
The NHS will provide access to a comprehensive range of services throughout 
primary and community healthcare, intermediate care and hospital based care. 
The NHS will also provide information services and support to individuals in 
relation to health promotion, disease prevention, self-care, rehabilitation and 
after care. The NHS will continue to provide clinically appropriate cost- 
effective services.
3. The NHS will shape its services around the needs and preferences of 
individual patients, their families and carers.
The NHS of the 2Ÿ^ century must be responsive to the needs of different 
groups and individuals within the society, and challenge discrimination on the 
grounds of age, gender, ethnicity, religion, disability and sexuality. The NHS 
will treat patients as individuals, with respect to their dignity. Patients and 
citizens will have a greater say in the NHS, and the provision of services will 
be centred on patient’s needs.
4. The NHS will respond to different needs of different patients.
Health services will continue to be funded nationally, and be available to all 
citizens of the UK. Within the framework, the NHS must also be responsive to 
the different needs of different populations in the devoted nations and 
throughout the regions and localities. Efforts will continually be made to 
reduce unjustified variations and raise standards to achieve a truly National 
Health Service.
5. The NHS will work continuously to improve quality services and to 
minimise errors.
The NHS will ensure that services are driven by a cycle of continuous quality 
improvement. Quality will not just be restricted to the clinical aspects of care, 
but include quality of life and the entire experience. Health care organisations 
and professions will establish ways to identify procedures that should be 
modified or abandoned and new practices that will lead to improved patient 
care.
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6. The NHS will support and value its staff.
The strength of the NHS lies in its staff, whose skills, expertise and dedication 
underpin all it does. They have the right to be treated with respect and dignity. 
The NHS will continue to support, recognise and reward and invest in 
individuals and organisations, providing opportunities for individual staff to 
progress their careers and encouraging education, training and personal 
development. Professionals and organisations will have opportunities and 
responsibilities to exercise their judgement within the context of nationally 
agreed policies and standards.
7. Public funds for healthcare will be devoted solely to NHS patients.
The NHS is funded out of public expenditure, primarily by taxation. This is a 
fair and efficient means of raising funds for health care services. Individuals 
will remain free to spend their money as they see fit, but public funds will be 
devoted solely to NHS patients, and not be used to subsidise individuals’ 
privately funded health care.
8. The NHS will work together with others to ensure a seamless service for 
patients.
The health and the social care system must be shaped around the needs of the 
patient, not the other way round. The NHS will develop partnerships and co­
operation at all levels of care-between patients, their carers and families and 
NHS staff; between the health and social sector; between different 
Government departments; between the public sector, voluntary organisations 
and private providers in the provision of NHS services - to ensure a patient- 
centred service.
9. The NHS will keep people healthy and work to reduce health inequalities.
The NHS will focus efforts on preventing, as well as treating ill health. 
Recognising that good health also depends upon social, environmental and 
economic factors such as deprivation, housing, education and nutrition, the 
NHS will work with other public services to intervene not just after but before 
ill health occurs. It will work with others to reduce health inequalities.
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10. The NHS will respect the confidentiality of individual patients and 
provide open access to information about services, treatment and 
performance.
Patient confidentiality will be respected throughout the process of care. The 
NHS will be open with information about health and health care services. It 
will continue to use information to improve the quality of services for all and 
to generate new knowledge about future medical benefits.
Some of these principles restate the founding values of the NHS, whilst others reflect 
issues that are important today.
The NHS Plan states that patients are the most important people in the health service. The 
main theme that emerges from the NHS Plan is to build a service that is shaped around 
the convenience and the concerns of the individual patient. The gap between the health 
service and the health needs of people remains wide. The health service needs to 
recognise the specific health needs of different groups, including people with disabilities 
and minority ethnic groups. This is where policy development is most needed.
2.12 Summary:
The NHS Plan emphasises the importance of a health service that is based around patient 
needs. In a multi-ethnic society, such as the one that exists in the United Kingdom, to 
truly develop such a service the needs of ethnic minority people need to be reflected in 
health policy.
The current chapter has dealt with policy focusing mainly on that in the health care sector. 
With the current drive for the use of evidence in all sectors of healthcare in view, the 
chapter then went on to briefly investigate evidence-based health policy. The field of 
policy is vast and to look at it more closely the researcher has chosen to look at one 
particular area of health policy that being policy in regards to the inclusion of ethnicity. 
The next chapter will deal with ethnicity and why it should be incorporated into health 
policy.
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CHAPTER THREE 
HEALTH POLICY AND ETHNICITY
3.0 Introduction:
The United Kingdom (UK), like most other countries of the world is a multi-ethnic, 
multi-cultural society. Over 90 percent of the independent states of the world have 
populations that consist of people from different origins, traditions and religions, and the 
UK is no exception. Following the Second World War the legacies of industrialisation, 
European imperialism and colonialism, combined with modem mass media and transport, 
have made the movement and settlement of people a permanent feature of our world 
(Henley & Schott, 1999).
It is stated in the Judicial Studies Board (JSB)-Equal Treatment Bench Book (2003) [as 
cited on the Judicial Studies Board web-site www.jsboard.co.uk] that:
Ethnicity is a product o f many interlocking influences, including heredity, 
geography, language, religion and history.
In the process of forming health policy, it is important to take into account the impact 
these influences have on needs and behaviour.
This chapter identifies the importance of taking ethnicity into account when forming 
health policy. The aspects of ethnicity that have an impact on healthcare delivery will be 
discussed and identified as the key components in the process of forming health policy 
that accounts for ethnicity.
3.1 The Need for Incorporating Ethnicity into Health Policy:
When people are ill they require care and treatment that is focused on them and on what 
they feel is important In such a multi-ethnic, multi-faith society whilst it is impossible to
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pre-determine what is important to each individual patient, Henley & Schott (1999) 
suggest that it is not acceptable to deliver care on the assumption that one-size-fits-all. 
Health professionals and other health care providers should have the information and 
facilities made available to them in order to cater for the needs of individual patients.
In the National Health Service all healthcare professionals are exhorted to provide care 
that is centred on the individual patients needs. An example of the level of importance 
placed on acknowledging each patient as an individual, can be seen in an extract taken 
from the United Kingdom Central Council for Nursing Midwifery and Health Visiting 
Code of Professional Conduct (1992), where it is stated that [as cited in Henley & 
Schott, 1999:xvi] :
“As a registered nurse, midwife or health visitor, you are personally accountable 
fo r you practice and in the exercise o f  your professional accountability, 
must...recognise and respect the uniqueness and dignity o f each patient and 
client, and respond to their need for care, irrespective o f their ethnic origin, 
religious beliefs, personal attributes, the nature o f their health problem or any 
other factor. ”
Human nature is such that people place trust in health care systems that they have grown 
up with and this trust leads them to have confidence in health practitioners within that 
system and automatically assume that they know what they are doing. Thus it is not 
unnatural for people to mistrust anyone who is seen to be doing things differently. This 
can lead to great problems when patients are relying on an unfamiliar and foreign system 
for provision of healthcare. Often they can have little faith in the treatment they are being 
prescribed and would prefer to find a practitioner who understands their tradition and 
expectations and who prescribes medical care that makes sense to them and which they 
can relate to. This preference becomes more apparent when there is a language barrier 
between patient and health professional.
Studies have been conducted by various organisations and the British Government in 
order to try and bridge any gaps in the delivery of healthcare in the UK. Research has 
determined the need for policy in the field of healthcare that accounts for the specific 
needs of people from ethnic minority groups. One of the major studies that highlighted
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the importance of addressing the needs of people from ethnic minority groups was the 
Independent Inquiry into Inequalities in Health, which is further discussed below.
3.2 The Independent Inquiry into Inequalities in Health:
In 1997 the then Labour Government commissioned the Independent Inquiry into 
Inequalities in Health. The purpose of the Inquiry was to review the evidence on 
inequalities in health in England and in doing so pinpoint areas for policy development in 
order to try and reduce these inequalities. It is stated in Gordon et al. (1999: vi) that the 
terms of reference for this inquiry were:
• To moderate a Department o f  Health review o f the latest available 
information on inequalities in health, using data from the Office for  
National Statistics, the Department o f  Health and elsewhere. The data 
review would summarise the evidence o f inequalities o f  health and 
expectation o f life in England and identify trends.
• In the light o f that evidence, to conduct-within the broad framework o f  the 
governments overall financial strategy - an independent review to identify 
priority areas for future policy development, which scientific and expert 
evidence indicate are likely to offer opportunities for the government to 
develop beneficial, cost-effective and affordable interventions to reduce 
health inequalities.
• The review was to be reported to the Secretary o f State for Health and this 
report was to be published. Its conclusions, based on evidence, would 
contribute to the development o f a new strategy for health.
The report of the Independent Inquiry into Health Inequalities, published in 1998 was 
potentially one of the most important documents for public health published in the 20* 
century. The findings from this study that relate to ethnic inequalities in health are 
presented below.
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3.2.1 Ethnic Inequalities in Health:
À total of 19 input papers were submitted as evidence to the Independent Inquiry into 
Health Inequalities. One of the papers provided a summary of demographics and social 
positions of ethnic minority groups in the UK, the relationship between ethnicity and 
health and possible interventions to reduce ethnic inequalities in health (Nazroo, 1999).
The study showed that there are clear ethnic variations in health and an ever-increasing 
body of evidence suggests that this is probably a consequence of socio-economic 
inequalities within this group. Evidence also suggests that despite making good use of 
primary care, the quality of care received by the ethnic minority groups was not as good 
as that received by the ethnic majority. The study also showed that even though socio­
economic status can contribute to ethnic inequalities in health, it still does not explain 
how different diseases are disadvantaging different ethnic groups. For example the higher 
rates of Coronary Heart Disease in South Asians and the higher rate of stroke in 
Caribbean’s could be related to socio-economic effects but the specific nature of these 
differences make it likely that they are not simple reflections of socio-economic status. 
Other casual factors that vary across different ethnic minority groups most certainly 
contribute towards inequalities in health. Therefore inequalities in health across the 
minority ethnic populations are a consequence of multi-factorial and interactive effects. It 
is important thus to identify where the most effective and efficient points of intervention 
lie in order to reduce inequalities in health for the various minority ethnic population in 
the UK (Nazroo, 1999).
3.2.2 Ethnicity Related Policy Recommendations:
Nazroo (1999) from the study carried out and based on current knowledge of the causes 
of ethnic inequalities in health described some policy recommendations. These are 
described below:
Recommendations to address socio-economic inequalities:
Recent evidence suggests that there are socio-economic gradients in health for minority 
ethnic groups. Socio-economic inequalities make a significant contribution to ethnic
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inequalities in health. Pakistani and Bangladeshi ethnic groups seem to be the most socio­
economically disadvantaged groups. Policies that are aimed at reducing socio-economic 
inequalities through eliminating poverty and reducing rates of unemployment are 
important in their own right but also will play a significant role in reducing the 
inequalities in health experienced by these people.
People from minority ethnic groups tend to be in poorer housing and thus they will 
benefit from improved housing stock. They also seem to be disadvantaged due to 
geographical location and so policies aimed at reducing geographically based 
disadvantages would benefit this group. For example ethnic minority people are more 
likely to live in inner-city areas and thus they have to cope with poorer primary care 
services that are faced by all living in these areas. Supporting primary care in 
disadvantaged areas will also help reduce inequalities in health for ethnic minority 
people.
Recommendations to address inequalities in access to services and information:
With measures to address socio-economic disadvantages in place, the specific healthcare 
needs of ethnic minority people also need to be addressed to reduce overall inequalities in 
health for these people.
• Dealing with language and advocacy needs: People from ethnic minority groups 
tend to be less aware of the services open to them and quite often require 
language, reading and writing support in healthcare settings. Health promotion 
services need to be aware of this and can supplement their services using videos 
and audiotapes along with leaflets. It is important to acknowledge that whilst 
translating services play an important part in health care delivery, they are not 
always sufficient on their own and need advocacy services to complement them 
through empowering the patient and enabling discussion and negotiation.
• Dealing with cultural differences in the presentation o f  illness and the 
expectations people have for service provision: It is important that health care
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professionals have provisions for training in the skills needed for discovering the 
relevant cultural dimensions of the population they serve.
• Supporting ethnic minority doctors: Due to language needs and cultural 
acceptance, many ethnic minority patients prefer to see doctors from their own 
ethnic backgrounds. As a result ethnic minority doctors sometimes have over­
loaded practices and support to ease case-loads would benefit them.
• Recruiting ethnic minority workers in primary care: This will in turn reduce the 
needs for translation and cultural competency training amongst health care 
workers.
Based on the evidence from the 19 input papers within the study the Independent Inquiry 
into Inequalities in Health made some policy recommendations. The policy 
recommendations pertinent to addressing the needs of ethnic minority groups are 
discussed below.
3.3 Ethnic Policy Recommendations made by the Independent Inquiry 
into Inequalities in Health:
The Independent Inquiry into Inequalities in Health made a total of 39 policy 
recommendations of which 31,32 and 33 were based around ethnicity. Gordon et al. 
(1999: xi) state these as:
31. We recommend that the needs o f  minority ethnic groups are specifically 
considered in the development and implementation o f policies aimed at 
reducing socio-economic inequalities.
32. We recommend the further development o f services which are sensitive to the 
needs o f  minority ethnic people and which promote greater awareness o f  their 
health risks.
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33. We recommend the needs o f  minority ethnic groups are specifically considered 
in needs assessment, resource allocation, healthcare planning and provision.
This chapter has so far demonstrated the importance of taking ethnicity into account when 
forming health policy not only from the minority ethnic patient’s point of view but also 
from the professional obligation laid down upon health care providers to deliver a service 
that caters for the specific needs of patients from ethnic minority groups. The importance 
of including ethnicity in the health policy making process is further endorsed by 
legislation and this is discussed below.
3.4 Ethnicity and the Law:
The Race Relations Act 1976, as amended by the Race Relations (Amendment) Act 2000 
makes it unlawful to discriminate against someone on grounds of their colour, race, 
nationality, ethnic or national origin. Thus in the UK there is legislation that prevents 
racial discrimination. This legislation covers the provision of services such as health care, 
employment and training. The Race Relations Act forbids both direct and indirect kinds 
of discrimination as cited in Henley and Schott (1999:46):
Direct discrimination means treating someone less favourably on racial grounds 
than a person o f a different racial group would be treated in the same 
circumstances.
Indirect discrimination means imposing a requirement that applies equally to 
everyone (so it may appear fair) but the proportion o f people o f  a particular 
racial group that can comply with it is considerably smaller than the proportion 
o f people o f  other racial groups, and it cannot be objectively justified, and is to 
the disadvantage o f the person concerned.
Under Section 20 of the Race Relations Act it is illegal to discriminate against anyone on 
racial grounds, when delivering any services to the public. It is illegal to discriminate 
directly or indirectly. Henley and Schott (1999:47) describe direct discrimination in the 
provision of health services to include the following:
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• Making racially prejudiced remarks.
• Refusing to register clients who require an interpreter.
• Taking the symptoms and worries of black and minority ethnic group patients less 
seriously than those of white patients, referring them for fewer diagnostic tests.
• Asking only black people or people who do not speak English for passports to 
prove their right to free health care.
Indirect discrimination is more difficult to identify. It normally occurs when the same 
services are offered to everyone to appear as being fair, though due to cultural, linguistic 
and religious reasons it is not possible for black or ethnic minority people to benefit 
equally from them.
Henley and Schott (1999:47) state examples of services that may discriminate indirectly 
against some members of black and minority ethnic groups to include:
• Services that may be unattractive or off-putting -  for example hospitals which 
seem to be aimed at only white or English-speaking people through it’s 
information brochures, posters and notices; if certain staff or departments are 
known to be hostile to black and minority ethnic people or to people who do not 
speak English well; if an institution has an overly Christian ethos and atmosphere 
in it’s publicity and in it’s services and routines.
• Services that maybe unacceptable - for example hospital menus that do not offer 
food that patients can eat, lack of suitable washing facilities in bathrooms and 
lavatories, no female doctors available for women who require them; no male 
nurses available for the practical care of male patients who feel strongly about 
this; hospital gowns that are immodest and humiliating; lack of space for people 
who wish to pray.
• Services that may be useless -  for example no trained interpreters for patients or 
family members who speak little or no English; important leaflets only available 
in English.
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Services that are inflexible and do not allow for cultural differences -  for example 
rules that only two visitors are allowed at a time; not permitting the extended 
family to be present at death; failure to take account of families cultural and 
religious needs when carrying out last offices; failure to issue certificates and 
release bodies as soon as possible for families when the fimeral must be carried 
out within 24 hours.
Care that is based on stereotypes about the characteristics or needs of certain 
groups -  for example assuming that people of African descent are more likely to 
be HIV positive and taking extra precautions with them rather than applying 
universal infection control precautions; offering limited choices of treatment to 
minority ethnic people because of prejudices or stereotypes about their 
preferences or what is ‘best’ or ‘right’ for them; failing to tell black and ethnic 
minority people about hospice care or other options for the same reason.
Lack of training for professionals about particular aspects of practical care in a 
multi-ethnic population -  for example being able to recognise jaundice and 
cyanosis in dark skins; care appropriately for black hair and skin; meet religious 
and cultural requirements in relation to washing and personal hygiene; deal with 
different naming systems; addressing people correctly and filing their names 
correctly; give dietary advice that takes people’s preferences and religious 
requirements into account; prescribe for people who observe religious dietary 
restrictions or who are fasting.
Lack of training for staff about the reality and the effects of racism in society, how 
it operates within the health service, and how to recognise and combat it.
Wherever people have the power to make decisions that affect other people, they also 
have the power to discriminate, be that consciously or unconsciously. Health 
professionals are people who may very well share the attitudes and prejudices of wider 
society but have an enormous power in relation to patients and their families. It is human 
nature to automatically plan and provide services on the basis of our own experiences and 
understanding. It takes personal awareness, careful and wide-ranging consultation and a
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flexible and open attitude to identify the changes that need to be made if equal access to 
health care is to be provided across the whole community.
The importance of health policy that accounts for the specific needs of people from ethnic 
minority groups has been demonstrated in this chapter on various levels both moral and 
legal. To aid further discussion of the issues around ethnicity in healthcare delivery the 
minority ethnic composition of the UK population is given below.
3.5 Ethnic Minority Populations in the United Kingdom:
This chapter has so far demonstrated the importance of including ethnicity in health 
policy not only for the delivery of good healthcare but also for legislative reasons. This 
section will now try to give a brief overview of the ethnic composition of the British 
population.
The Census of April 2001 (Office for National Statistics) identified that the ethnic 
minority population in the UK was 4.6 million, which is 7.9 percent of the total 
population. Indians are the largest minority group, followed by Pakistanis, those of mixed 
background. Black Caribbean’s, Black Afiicans and Bangladeshis. The remaining ethnic 
minority groups each account for less then 0.5 percent but together account for a further
1.4 percent of the UK population. In the UK the ethnic minority population grew by 53 
percent between 1991 and 2001, from 3.0 million in 1991 to 4.6 million in 2001. Asians 
of Indian, Pakistani, Bangladeshi or other Asian origin make up 50% of the total ethnic 
minority population in the UK (Census, April 2001, Office for National Statistics). 
Population size of different ethnic minority groups is depicted in the table below:
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Table 3.1: The UK population by Ethnic Minority Group, April 2001.
Total Population Count % Minority Ethnic Population %
White 54153898 92 A n /a
Mixed 677117 1.2 14.6
Asian or Asian British
Indian 1053411 1.8 22.7
Pakistani 747285 1.3 16.1
Bangladeshi 283063 0.5 6.1
Other A sian 247664 0.4 5.3
Black or Black British
Black Caribbean 565876 1.0 12.2
Black African 485277 0.8 10.5
Black Other 97585 0.2 2.1
Chinese 247403 0.4 5.3
Other 230615 0.4 5.0
All minority ethnic 4635296 7.9 100
population
A ll Population 58789194 100 n /a
Source: Census, April 2001, Office for National Statistics
The chosen area of residence amongst the various ethnic minority groups is 
geographically distributed all over the United Kingdom. Certain regions of the United 
Kingdom may have larger populations of one ethnic minority group compared to others. 
For example a larger proportion of the Bangladeshi population in the UK choose to reside 
in the London region. This is further demonstrated in chapter seven.
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3.6 Components of Ethnicity that Need to be Accounted for in Health 
Policy:
This chapter will now discuss the various aspects of ethnicity that impact on the delivery 
of healthcare. Through this discussion these aspects of ethnicity will be identified as the 
major components of ethnicity, which should be accounted for in the health policy 
making process.
3.6.1 Ethnic Traditions and Health:
Henley and Schott (1999:2) state:
Culture can be most simply defined as how we do and view things in our group.
Henley and Schott (1992) choose to use the term ‘culture’ to describe what the researcher 
for the purpose of this study deems as ‘tradition’ as it is the traditional practices of ethnic 
minority people that influence healthcare delivery. Tradition is a shared set of values, 
perceptions, assumptions and conventions based on a shared history and language, which 
enables members of a group or community to fimction together. An ethnic group is a 
social group with a distinctive language, values, religion, customs and attitudes (Hillier, 
1991). Tradition defines every aspect of everyday life and affects how people think and 
behave. Tradition can be seen as a set of lenses through which the world is viewed and 
which defines what is seen and how it is interpreted.
The sense of tradition is acquired unconsciously early in childhood. It is sometimes hard 
to differentiate between what is cultural and what is individual or personal behaviour. It is 
easy to forget that what one tradition depicts as ‘normal’ behaviour may not be regarded 
as such in other traditions.
The differences in what treatment is deemed traditionally appropriate are further widened 
by recent developments in medical and surgical practice. For example, new developments 
such as organ transplantation, spare part surgery, resuscitation, terminating pregnancies, 
administering new drugs and other clinical innovations for preventing or curing disease.
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have implications for the patient’s personal values, traditions and religious beliefs 
Sampson, (1982).
Tradition and Health Practices:
In a multi-cultural society, people may have different views about the causes and 
treatments of illness, when to seek treatment, whom to consult and what treatments are 
appropriate. Henley & Schott (1999) suggest that many health care professionals assume 
that when given access to Western medical care, people from ethnic minority groups will 
happily abandon their own health beliefs. However this is very rarely the case as people 
always needs to see a good reason before changing the beliefs and practices they have 
grown up with.
It is cited in Henley & Schott (1999: 23), that Currer (1986) in a detailed study of 
Pakistani women living in Bradford found that the majority of the women were willing to 
learn new ways of promoting health and dealing with various illnesses and health 
conditions, provided the suggested new ways made a real improvement and made sense to 
them.
It was not the women’s ignorance but their intelligence that led to their refusal to 
adapt or abandon certain habits. They sought to understand the reason for such 
changes in terms that made sense to them. Not all those put forward by health 
workers did.
Health care is likely to be more effective if it acknowledges and takes into account the 
values, beliefs and practices of both the patient and the professional (Boston 1993).
Tradition and Health Beliefs:
Tradition plays an important role in shaping the health beliefs of people. What people 
perceive to be the cause of illness and how they present it can often be influenced by 
tradition. Most Western European people will associate the cause of illness to a 
combination of external factors, heredity and individual behaviour. In other societies 
people often believe the cause of illness to be linked to individual bad behaviour, divine
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purpose or divine punishment, family problems and even another persons ill-will or envy 
often referred to as the ‘evil eye.’
Tradition can influence they way in, which people respond to illness. In times of illness, 
people from Western traditions tend to feel that taking control is important. People who 
do not try to take control are often seen as weak. However in many Eastern traditions 
people often see themselves as having very little or no control over illness and health and 
often attribute illness to environment, society, spiritual or divine influences; contributory 
factors they feel they have very little control over. In such cases control can be seen as 
trying to interfere with fate and thus undesirable.
Tradition can also have a heavy influence on what people regard as acceptable methods of 
diagnosis and treatment. In the Western view of treatment biochemical and physical tests 
are seen as normal and important in the course of treatment. However in some other 
societies if illness is believed to have a spiritual explanation, then spiritual interventions 
may be sought as treatment. Some people may choose to pray or fast to aid the healing 
process. Many traditions have people who would turn to faith and spiritual healers for 
treating their illness. In traditions where people regard food as having a major influence 
on health and illness, practitioners will often prescribe dietary changes to aid the healing 
process (Henley & Schott, 1999).
However it is important to remember here that not all people of the same community will 
hold the same attitudes and beliefs about illness and health. Masi (1992) states as citied in 
Henley & Schott (1999:25):
...there may he more similarities between the health beliefs or practices o f  
different ethnic groups at the same socio-economic level than there are within the 
same ethnic group at different socio-economic levels.
3.6.2 Religious Beliefs and Practices:
Religion can have varying influences on people lives. For some people religion provides 
essential meaning, spiritual support and guidance throughout their lives. For others it may 
just be a sign of membership to a community. In the health service the patient’s religion
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isn’t always noted and thus the opportunity to find out about their religious and spiritual 
needs and wishes is often lost.
Many people with a strong religious faith have a set of beliefs and values that are inter­
woven into their everyday lives. These influence their views and reactions and can 
sometimes ascribe meaning to what happens to them during illness. People’s religion can 
also help them prioritise and underlie many of their health decisions.
Prayer and Religious Rituals:
Some religions require people to pray at certain times of the day whilst others may 
prescribe it to suit the individual’s own time. For example Muslim people should pray to 
Allah (God) at least five times a day and before they say their prayers they have to 
perform A1 -Wuhudhu (ablution) (Sampson, 1982). If a religious patient is bed-bound it 
is important to find out their prayer practices and help them if they need anything. A 
Jewish patient may request prayer books and a copy of the Old Testament and may bring 
with them a prayer shawl and Skullcap (Sampson, 1982). Where possible such request 
should be accommodated.
Religious rituals can have important spiritual, social and emotional significance to the 
individual. Most religions have important rituals that are peculiar to them, such as 
lighting candles and oil lamps, anointing with oil or holy water, washing before prayer, 
etc. In times of illness religious rituals can be significant to people whose daily life does 
not normally incorporate religious activities. Having a prescribed way of doing things 
often helps people deal with the stress and anxiety that illness may bring. Most of the 
religious rituals that ethnic patients may wish to perform can normally be accommodated 
with a bit of understanding and if done so can help develop a sense of respect between the 
patient and health care provider (Henley and Schott, 1999).
Religious Items:
Religious items such as books, statues, beads and holy pictures can sometimes be very 
important to the religious patient. They should be treated with respect and only removed
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if absolutely necessary or detrimental the patients physical well-being. If removal is 
necessary the patient should be consulted about the manner of handling so as not to 
offend any religious beliefs they may hold (Henley and Schott, 1999).
Religious Festivals and Fasting:
In the UK it is normal not to book routine appointments on Christmas day. This thought 
should also be applied to major religious festivals of people from ethnic minority groups. 
Many people in hospital or in residential care homes may wish to go home for religious 
festivals and if it is possible their wishes should be accommodated.
Fasting is important in many religions. Many religions have set annual fasts. Some 
Hindus, a few Sikhs and a few Christians fast or restrict their food intake on certain days. 
Most Jewish fasts are also religious festivals during which religious Jews may observe a 
range of other restrictions. Muslims fast during the holy month of Ramadan. Most 
religions exempt people who are ill from fasts if there are genuine medical contra­
indications. However fasts may have important spiritual meanings to some patients and 
they may feel reluctant to miss them. Where possible their wishes should be adhered to 
(Henley and Schott, 1999).
3.6.3 Ethnic Foods and Diet:
Henley and Schott (1999:104) state:
Food is not simply a matter o f  nutrition, it often has deep personal significance, 
symbolising, fo r example, security, love, moral and religious values and identity.
What people choose to eat also reflects their community and the history of that 
community. Different diets can reflect climate, seasons and agricultural patterns. In many 
traditions meals can be associated with social occasions and sometimes major festivals 
and family celebrations. Habits and traditions around food and diet are a very important 
part of tradition and may be retained for several generations even after a family migrates 
to a different country.
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Sampson (1992) states that religion and tradition can strongly influence the individual’s 
diet. Even people, who are not strictly religious, often retain the diet of their religion or 
tradition either out of habit or for social reasons.
Religious Aspects of Food:
For many ethnic people food has a religious significance. Many religions prohibit the 
consumption of certain food. Jainism, Hinduism, Buddhism and Sikhism all forbid 
violence against living creatures and so followers of these faiths may be vegetarian. For 
observant Jews, meat from the pig is forbidden and only meat that has been specially 
slaughtered and prepared is ‘Kosher’ or acceptable. Islam also forbids pork and has rules 
for how the slaughter and preparation of meat should take place in order to make it 
‘Halal’ or acceptable.
Food and Health:
Many traditions have strong beliefs about what people should eat or avoid, especially 
when they are ill. In traditional Chinese and South Asian tradition a mixture of food 
groups are normally eaten in order to try and strike a healthy balance. In some traditions 
certain foods are avoided when people are ill, for example some Chinese people who 
have undergone surgery will refrain fi*om eating sour or vinegary foods as they are 
believed to prevent healing and also eggs which are thought to inflame the wound. Some 
ethnic patients may prefer to drink hot water as cool drinks maybe perceived to cool the 
body undesirably. In some tradition people are encourage to eat more than normal when 
they are ill, whereas in other traditions the opposite is recommended. Most traditions have 
certain dishes and meals that are prepared when people are ill and often family members 
spend a lot of time preparing them (Henley and Schott, 1999).
3.6.4 Communication in a Multi-Ethnic Society:
Communication between health professional and patient can become difficult when there 
are differences between the two individuals back ground, tradition and experiences. 
People from different ethnic backgrounds have different assumptions, expectation and 
ways of communicating. It can often be seen that in such situations where the patient and
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carer are from different backgrounds, when things go wrong they are less likely to give 
one another the benefit of the doubt and are more likely to jump to conclusions about 
each others abilities and intentions.
The Language Barrier:
People who speak very little or no English are often unable to understand what is being 
done to them and why. They are often unable to ask questions, voice concerns or discuss 
issues they perceive to be important. As a result a patient who faces such a language 
barrier will often go away with less information and are given less choices and options. 
The nature of the medical treatment given to patients can also be affected by lack of 
communication. Watson (1986) as cited in Henley & Schott (1999:268) quotes a doctor 
who prescribed a contraceptive method to a non-English-speaking woman,
...not because she judged it to be the most efficacious or the most suitable 
medication for the patient, but because the others were too complex to describe.
Health professionals base their decisions and the nature of the care they provide not only 
on clinical signs of illness but also on the patient’s account of their condition and medical 
history. In cases where patients speak very little or no English, often this information is 
unavailable or inaccurate. This often affects clinical care and practitioners often fail to 
identify problems and symptoms and thus the necessary action may not be taken or taken 
too late. Expensive and often unnecessary tests and treatments maybe carried out as a 
result of the patient and carer not understanding each other.
Language barriers can also be very frustrating for the health care professionals. Most 
health care professionals feel that they cannot give the best care they want to or make the 
best use of the skills they have when there is a communication barrier with the patient. 
They are often forced to compromise and lower their standards through treating patients 
without any explanation or discussion. Patient-carer relationships in such situations lack 
the rewards of building up a rapport with the patient and the relatives and often carers feel 
that they cannot provide the same level of care, support and comfort.
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Henley and Schott (1999) describe a survey carried out in 1994, which looked at the level 
of English among adults in the main black and minority ethnic groups in the UK whose 
community first language was not English. As part of this survey people were identified
f
from Indian, Pakistani, Bangladeshi, East African Asian and Chinese ethnic groups. A 
bilingual interviewer assessed each respondent’s level of English.
The survey found that everyone bom in Britain spoke fluent English. Among people who 
migrated to Britain, grasp of the English language was governed by mainly age on arrival 
in Britain and gender. People who arrived in Britain aged over 25 years were less likely to 
speak English well. The survey results showed the following (Henley and Schott 
1999:272):
• Among 16-24 year old, almost everyone (over 96%) spoke English well. 
Slightly fewer Bangladeshi and Pakistani women (about 80%) spoke 
English well.
• Among 25-44 year olds most people (over 70 percent) spoke English well. 
Again Pakistani and Bangladeshi women were the exception. Only about 
half of all Pakistani women and a quarter of all Bangladeshi women spoke 
English well.
• Among 45-65 year olds over 50 percent of men in all the ethnic groups 
spoke English well. Half or more of the Chinese, Indian and East African 
Asian women interviewed spoke English well. Only 28% of the Pakistani 
women interviewed spoke English well and 4% of Bangladeshi women in 
this age group spoke English well.
• Among people over 65 in these communities, levels of English are 
generally lower than among younger immigrants.
In general levels of English in immigrants in other communities whose first language is 
not English, depend similarly on age, length of time and age of arrival in the UK and 
level of education before migration as well as on the circumstances and opportunities 
available to them in the UK.
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Using Interpreters in Communication:
When health care providers and patients do not share a common language, quite often 
someone is needed to interpret. In order to ensure clear communication and mutual 
understanding Henley and Schott (1999:283) state that an interpreter should posses the 
following skills:
1. Be trained and experienced.
2. Be fluent in both English and the patient’s mother tongue.
3. Understand medical terminology and what the health professional is trying to 
achieve.
4. Be someone whom both the health professional and the patient can trust.
Evaluations show that the provisions of trained interpreters have major health benefits for 
patients and families and for care providers (Henley & Schott, 1999). These include:
• Better and more accurate communication.
• Improved outcomes.
• Shorter hospital stays and reduced interventions.
• Better informed patients, a shared understanding of the problem and the purpose 
and the manner of the treatment.
• Greater continuity of care and emotional support for patients, opportunities to 
express needs, concerns and opinions.
• Reduced stress on both sides.
• Improved practical provision to meet patient’s cultural needs and preferences-for 
example, facilities for private prayers, more appropriate hospital food, longer 
dressing gowns in clinics, and information leaflets in appropriate languages.
• Greater joh satisfaction for professionals.
Under section 20 of the Race Relations Act (1976) it is illegal to knowingly provide 
inferior care to a particular racial group. Henley and Schott (1999:285) state:
The failure to provide interpreters for a minority group many o f  whose members 
are known to speak little English could be construed as unlawful.
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It is important to remember that communication through an interpreter is never as 
effective as direct communication between the health professional and the patient who 
share the same language and cultural understanding. It is therefore important that health 
authorities serving a large black and ethnic minority population also try and employ black 
and ethnic minority health professionals at all levels and in all fields.
Using the Written Word as a Form of Communication:
Information in the written form can be very helpful for patients and their families 
especially when English is not the first language. Written information can often act as a 
reminder after any verbal information and advice has been given. However, Henley and 
Schott (1999:305) state that written information is only effective if:
• It takes into account the values, knowledge and the way of life of its target 
audience.
• The information it contains is useful and relevant.
• The language is easy to understand and the message clear.
• It is respectful and non-patronising.
In a multi-ethnic community it is important that the written material is not condescending 
and does not imply that any tradition of living is better than the other. Good written 
material is based on the needs of the people that it is aimed at and takes into account what 
they already know and what they are likely to want to know. Sometimes bilingual 
materials, in English and also in the mother tongue are useful and people can choose to 
read whichever language they are more comfortable with.
This chapter has emphasised the need for incorporating ethnicity into health policy and 
has also identified the aspects of ethnicity that need to be accounted for when forming 
health policy. Statistics show that people from ethnic minority groups are 
disproportionally affected by certain health conditions compared to their white 
counterparts. In order to reduce these inequalities in health it is important to address these 
particular areas of healthcare delivery and tailor the services provided to meet the needs
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of ethnic minority people through forming health policies that take ethnicity into account. 
This is further discussed below.
3.7 The Health of Ethnic Minority People Residing in the UK:
Studies commissioned by the Department of Health show that people from ethnic 
minority groups are more disadvantaged by certain diseases and health conditions 
compared to the national average. Chandra (1996) suggests that people from ethnic 
minority groups in the UK are particularly vulnerable to the following health issues:
• Diabetes:
The prevalence of diabetes is four to five times greater in Asian people compared 
to non-Asian people residing in the UK (Mather and Keen, 1985; Simmons et al., 
1989). Among Afiican Caribbean people it is estimated to be double the rate of 
the white population (Odugbesan et al., 1989 as cited in Chandra 1996).
• Coronary Heart Disease:
Statistics showed that between 1979 and 1983 the rate of mortality from coronary 
heart disease in people from the Indian subcontinent was higher than the national 
average by 36% for men and 46% for women (Balarajan and Soni Raleigh, 1993 
as cited in Chandra 1996). Men bom in Africa also displayed a high mortality rate 
from coronary heart disease compared to their white counterparts.
• Strokes in Older People:
The stroke mortality rates were 76% and 110% higher than the national average in 
African Caribbean men and women respectively between 1979-1983. Men and 
women from the Asian subcontinent also displayed a respectively 53% and 25% 
higher than average mortality rate from stroke during this period (Balarajan, 1991 
as cited in Chandra 1996).
• Mental Illness:
Chandra (1996) states that there are high hospitalisation rates for schizophrenic 
disorder among African Caribbean people. Suicide rates among young South
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Asian women aged 15-24 years are three times greater than the national average 
and 60% higher for those aged 25-34 (Balarajan and Soni Raleigh, 1993 as cited 
in Chandra 1996).
• Haemoglobinopathies:
In the UK sickle cell anaemia and haemoglobin sickle cell disorder are most 
prevalent in African and African Caribbean populations. People originating from 
South Asia, southern Europe and the Middle East are also affected by sickle beta- 
thalassaemia (Smaje, 1995 as cited in Chandra 1996). It was estimated in 1984 
that there were five cases of sickle cell disorder per 1000 African and African 
Caribbean population in London (Brozovic, et al., 1989 as cited in Chandra 1996).
3.8 Summary:
Henley and Schott (1999:228) state:
The basic foundation for tackling discrimination, improving care and redressing 
inequalities is a policy that commits the organisation to providing equal access to 
services for all who need them.
Such policies should outline the requirements of the Race Relations Act and incorporate 
the needs of people from traditional, ethnic and religious minorities.
It is important that all the different traditional, linguistic and religious groups in the area 
are consulted in order to make plans that meet their needs. Consultations should take 
place from the beginning, as it is pointless in contacting them once the policies have 
already been decided just to endorse the document with a ‘rubber stamp.’
Health Professionals from ethnic minority groups often have a good understanding of the 
needs of people from their own communities. Health advocates, interpreters and health 
aides can often provide a unique view of how services are perceived by people from 
ethnic minority groups. Religious leaders within communities are a good source of 
identifying correct religious teachings and practices.
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For health care to be truly accessible to everyone the needs of people from ethnic 
minority groups must be reflected continuously through all health planning, policy 
making, management, education and practice. It is important for the health organisation to 
look at policy and management issues that arise from the responsibility to serve a multi­
ethnic population. Health professionals should be supported and encouraged by well 
informed planners, managers, educators and policy makers, so that they can deliver 
sensitive and flexible high quality care (Henley and Schott, 1999).
This chapter has highlighted areas of health where people of ethnic minority groups are 
most disadvantaged. Health policies that cater for the needs of people from ethnic 
minority groups are of paramount importance in tackling these specific health issues. The 
researcher will identify and explore an area of healthcare where health policies that cater 
for the needs of ethnic minority people are essential. This is discussed in the following 
chapter.
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CHAPTER FOUR
DIABETES AND ETHNICITY
4.0 Introduction:
The previous chapter has demonstrated that, in the United Kingdom (UK), people from 
ethnic minority groups are more disadvantaged by certain health conditions compared to 
the rest of the population. One such condition is diabetes mellitus and thus it is important 
that the care of diabetes for these people be governed by health policies that account for 
ethnicity. This chapter will explore diabetes, diabetes care and the prevalence of diabetes 
in the UK. The ethnic minority group at the highest risk of diabetes will be identified and 
aspects of their ethnicity that may impact on the delivery of diabetes care will be 
highlighted.
Diabetes mellitus is a condition, which becomes more common as people get older. The 
diabetic populations both in the United Kingdom (UK) and worldwide are on the increase. 
There are around 1.4 million people diagnosed with diabetes in the UK but according to 
estimates made by the c harity organisation - Diabetes UK, there at least another million 
out there currently with diabetes but remain undiagnosed (Diabetes UK: Diet & Diabetes, 
2000).
The figures presented by Diabetes UK show that diabetes, especially Type 2, is three to 
five times more common among people of African-Caribbean and Asian origin living in 
the UK (Simmons et al. 1991 and Mather, H & Keen, H; 1985).
Greenhalgh states (1997):
Type 2 diabetes is three to six times as prevalent in British South Asians as in the 
white British population, and morbidity from its complications is high in these 
ethnic groups.
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Despite these statistics Dhaliwal (1998) states that there is no clear policy at national level 
for screening of diabetes amongst this high risk group. Among the British South Asians 
the prevalence of diabetes is particularly high in the British Bangladeshi population. It 
was reported in the Health Survey for England that around 10% of this population aged 
16+ years suffer from diabetes (Department of Health, 1999).
The evidence portrayed in the previous chapter has emphasised the need for health 
policies that incorporate an understanding of the tradition, folk beliefs, religious beliefs, 
attitudes etc. held by ethnic minority people, in order to provide health care that is adapted 
to the needs of these people. In a country where 4-5% of total health care expenditure is 
spent on caring for people with diabetes (British Diabetic Association, 1996; Laing & 
Williams 1989), effective diabetes care and management is an issue, which needs to be 
addressed.
4.1 An Explanation of Diabetes:
Diabetes Mellitus is a chronic disease that can affect infants, children, adolescents and 
adults of all ages. It is a lifelong, progressive condition in which the level of blood 
glucose is persistently raised above the normal range, due to the body’s inability to utilise 
it. This condition occurs either from the lack of insulin within the body or due to the 
presence of factors which oppose the action of insulin (Watkins et. al., 1996). Diabetes 
can result in ill health, disability and even premature death, though all if  these can be 
avoided by appropriate care and treatment (Department of Health, 2001). The underlying 
cause of diabetes is normally directly or indirectly linked to insulin. There are two types 
of diabetes. Type 1 and Type2.
Type 1 : This type of diabetes, previously known as insulin dependent diabetes (IDDM), 
occurs when the pancreas is unable to produce insulin at all or the pancreas 
produces insulin in insufficient quantities. This type of diabetes in most cases 
manifests itself before the age of 40. It usually presents with symptoms of 
extreme tiredness, excessive thirst, weight loss despite increased appetite and 
blurred vision (Audit Commission, 2000). The onset of Type 1 diabetes can be 
very rapid and can often result in emergency admissions to hospital. If the level
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of blood glucose is uncontrollably high then it can lead to multiple system failure 
and death.
Type 1 diabetes is far less common than type 2 though the condition is such that 
it becomes immediately detectable at onset. Type 1 diabetes is usually diagnosed 
when a combination of the symptoms present themselves and a high blood 
glucose level is detected (Department of Health, 2001).
Type 2: This type of diabetes previously know as non-insulin dependent (NIDDM), can 
develop when the body becomes insensitive to circulating insulin (Testing 
Times, 2000). Type 2 diabetes may also occur when the insulin produced does 
not work properly. This type of diabetes is normally seen in people over the age 
of 40 and represents more than 80% of all diabetes cases. The onset of this type 
of diabetes is slower than Type 1 and the patient can be asymptomatic for years 
with the condition only presenting itself when complications occur. Research has 
shown that people with Type 2 diabetes are just as likely to develop serious 
complications from the condition as people with Type 1 diabetes (Testing Times, 
2000).
In the case of Type 2 diabetes glucose builds up in the blood as it does in Type 1 
diabetes and symptoms may develop which include tiredness, frequent urination, 
increased thirst, weight loss, blurred vision and frequent infections. However 
unlike Type 1 diabetes, the symptoms appear gradually and often may not be 
detected for years. Thus Type 2 diabetes is often only detected during a routine 
examination or during the investigation of another health problem Department of 
Health, 2001).
4.1.1 The Cause of Diabetes:
The exact cause of both Typel and Type 2 diabetes is still unknown. Type 1 diabetes is 
thought to be an autoimmune condition where the immune system of the body attacks its 
own insulin producing cells and destroys them. Quite why the body reacts in such a way is 
unknown, though scientists believe that there are genetics and key environmental factors
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linked to this phenomenon. It is thought that a person is at risk of developing Type 1 
diabetes if they inherit specific genes from their parents. However scientists are yet to 
identify exactly which genes are responsible for this. There are many theories about 
environmental factors that trigger the onset of Type 1 diabetes, the more favourites being 
specific viruses and chemicals. Again scientists are yet to discover exactly how these 
factors are involved in the onset of Type 1 diabetes (Diabetes UK, Diet and Information, 
2000).
Type 2 diabetes on the other hand is not an autoimmune condition. In Type 2 diabetes the 
body still produces insulin, but this is either in too little quantities or the body is unable to 
utilise it properly. Type 2 diabetes tends to run in families even more so than Type 1 
diabetes which gives rise to the idea that Type 2 diabetes is also genetically linked 
(Diabetes UK: Diet & Diabetes, 2000). One study showed that in 25 to 65 year olds newly 
diagnosed with Type 2 diabetes, almost half had a close relative with diabetes (UK 
Prospective Diabetes Study IV, 1988).
Gestational diabetes is a condition that some women develop when they are pregnant. 
Normally this condition disappears when the baby is bom. Some women may still 
continue to have diabetes after giving birth, which is then diagnosed as Type 2.
In a very small number of cases diabetes can also be caused by other factors such as 
various diseases, surgery to the pancreas, hormonal conditions and very large doses of 
some medications such as diuretics and steroids (Diabetes UK: Diet & Diabetes)
Factors that increase the likelihood of developing diabetes are being overweight and being 
less active. Central body fat is strongly linked to insulin resistance, which can lead to the 
onset of Type 2 diabetes (Diabetes UK: The figures, 2000).
4.1.2 Treatment of Diabetes:
Both types of diabetes can be treated with insulin injections, dmg therapy, diet, lifestyle 
adjustments or a combination of any of the treatments (Diabetes UK, Diet & Diabetes, 
2000).
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People with Type 1 diabetes usually need daily injections of insulin to survive. Their 
blood glucose levels need to be maintained within certain limits to avoid complications 
and this is achieved by adjusting the diet and lifestyle. Failure to take the insulin 
injections can lead to severe complications such as diabetic ketoacidosis which is a 
potentially life threatening complication of diabetes which is caused by inadequate 
concentrations of insulin in the blood to meet the body’s requirements. If a balance is not 
maintained between insulin levels in the blood, diet and physical activity levels, then this 
can lead to very low levels of blood glucose leading to hypoglycaemia. Both these 
conditions can lead to diabetic coma if left untreated, which can result in death 
(Department of Health, 2001).
People suffering from Type 2 diabetes need to adjust their lifestyle and diet to help 
manage their condition. If the patient is overweight and obese then they are advised to 
lose weight. Tablets and/or insulin is often prescribed to help maintain the blood glucose 
levels within healthy limits. Physical exercise can play a big part in the management of 
Type 2 diabetes (Department of Health, 2001).
Over the last century, the emergence of specialist services, such as diabetes nurses has 
improved the life of people with diabetes. Before the identification of insulin in 1921, 
there was very little in the way of treatment available for people with Type 1 diabetes. 
Nowadays people are more aware of how to control their condition and avoid serious 
complications (Audit Commission, 2000). The battle against diabetes will be truly won 
when all diabetes patients, regardless of ethnic background and socio-economic status can 
access information and treatment.
4.1.3 Complications Arising from Diabetes:
Complications that can arise from diabetes that is left uncontrolled are the increased risk 
of coronary heart disease, stroke, foot ulceration, kidney failure, nerve problem, eye 
disease and blindness (Audit Commission, 2000).
In people with uncontrolled diabetes, prolonged exposure to high levels of blood glucose 
can damage tissues all over the body by causing damage to the small blood vessels. These
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microvascular complications tend only to occur in people with diabetes and these include 
the following (Department of Health, 2001):
• Severe damage to the eyes, which can result in impaired vision and blindness. This 
is known as diabetic retinopathy.
• Damage to the kidney tissues, which can result in progressive renal failure known 
as diabetic nephropathy.
• Damage can be cause to the nerves supplying the lower limbs that can lead to loss 
of sensation in the feet. This predisposes the patient with diabetes to the 
development of foot ulcers and lower limb amputation. Damage to the nerves as a 
result of the diabetes is known as diabetic neuropathy. Damage to other nerves in 
the body can lead to abnormal sweating, gastrointestinal problems such as 
diarrhoea, difficulties with emptying the bladder and erectile dysfunction.
People with diabetes are also at a higher risk of developing cardiovascular diseases, which 
is caused by damage to the walls of the larger blood vessels. The cardiovascular diseases 
common to people with uncontrolled diabetes is as follows (Department of Health, 2001):
• Coronary heart disease which can result in angina, heart attacks and heart failure.
• Stroke and Cerebrovascular disease.
• Blockage of the large blood vessels supplying the lower limbs can cause 
discomfort in walking due to poor circulation in the legs and feet. This can also 
predispose the patient to the development of foot ulcers and lower limb 
amputation.
There are also other conditions that are more common in people with diabetes. These 
include (Department of Health, 2001):
• Cataracts which occur twice as many times in people with diabetes and they tend 
to develop them at a younger age.
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• Infections, particularly skin and urinary tract infections.
• Soft tissue conditions, such as frozen shoulder and trigger finger.
• Skin conditions specific to people with diabetes.
• Mental health problems, including depression and sleeping disorders.
Diabetic ketoacidosis or coma due to a very high blood sugar level is the most common 
cause of death for people with diabetes under the age of 20 and death rates for mother and 
baby around the time of birth can be 2-3 times higher for people with diabetes (British 
Diabetic Association, 1995). Diabetes is the most common cause of blindness in people of 
working age. Fifteen percent of people with diabetes develop foot ulcers with 5-15% of 
people with diabetic foot ulcers needing amputations (Audit Commission, 2000). 
Diabetes along with hypertension is a major underlying cause of end-stage renal failure, 
which can be fatal without long-term expensive treatment (Raleigh, 1997).
4.1.4 The Cost of Diabetes in the UK:
Exact figures for total health costs for diabetes are hard to establish outside the hospital 
though it is confirmed that the greatest cost of diabetes results from the treatment of 
complications which lead to higher than average number and length of hospital stays 
(Audit Commission, 2000).
The cost of diabetes has a significant impact on health and social services. The National 
Service Framework for Diabetes: Standards (Department of Health, 2001) lists the 
following as the major costs of diabetes in the UK:
• Around 5% of total NHS resources and up to 10% of hospital in-patient resources 
are used for the care of people with diabetes.
• People with diabetes are twice as likely to be admitted to hospital as the general
population and once admitted are likely to have a length of stay that is up to twice
the average.
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• The presence of diabetic complications increase NHS costs more than five fold 
and increases by five the chance of a person needing hospital admission.
• One in 20 people with diabetes incurs social services costs and for these people, 
the average annual costs were £2450 in the year 1999. More than 75% of these 
costs were associated with nursing and social care, while home help service 
account for a further one-fifth. The presence of complications arising fi*om 
diabetes increased social services costs by one-fifth.
This chapter has thus far given a brief explanation of diabetes, the different types of 
diabetes, the treatment of diabetes, complications arising from diabetes that is left; 
untreated and the overall cost of treating diabetes in the UK. The chapter will now go on 
to give a brief description of the diabetes care services as they have developed over the 
last century before going on to investigate the prevalence of diabetes in the UK.
4.2 Diabetes Care Through the Decades:
A brief description of the change in diabetes care through the decades is given below. 
This description is adapted from the information provided in Testing Times Report (Audit 
Commission 2000).
1920s: In the 1920s insulin was discovered and test trials on dogs showed to lower
blood glucose. Consequent tests on humans were successful and a 
treatment for people with Type 1 diabetes was established.
1930s: The Diabetic Association now known as Diabetes UK campaigned for
universal access to insulin, before the NHS was established. Urine testing 
kits were developed and the first long acting insulin produced.
1950s: Diabetes was established, as a speciality in its own right.
67
____________________________________________________________________________________________________________________________________________________________________________________________Chapter Four
1970s: Portable glucose meters are invented allowing people to monitor their own
glucose levels at home. Eye screening services are developed.
1980s: Diabetes specialist nurses are appointed and diabetes multidisciplinary
teams including dieticians and podiatrists are developed.
1990s: Many GPs set up mini-clinics resulting in the care of many people with
diabetes shifting to general practice from hospital settings. Disposable 
syringes are made widely available for those injecting insulin.
2000: The Government proposes a national service framework for diabetes in the 
year 2001 to set standards for diabetes care across the UK. Scientific 
advances are made to instigate non-invasive blood glucose monitoring, 
nasal or oral administration of insulin, gene therapy etc.
2001 : Scientific developments have lead to research into the possibility of insulin 
producing cells known as islet cell transplantation.
4.3 Prevalence of Diabetes in the UK;
Diabetes is thought to affect about 3 per cent of the British population (Audit 
Commission, 2000). There are around 1.4 million people in the UK diagnosed with 
diabetes and this number is escalating everyday. In the UK, diabetes is being diagnosed 
more and more up to the age of 55 with an average age of 52 in people with no family 
history and 51 in people with a diabetic family background (UK Prospective Diabetes 
Study IV, 1988). Ten percent of people aged over 65 and more than one-quarter of people 
of Asian origin aged over 60 suffer from the condition (British Diabetic Association, 
1995). Recent estimates suggest that by the year 2010 the diabetic population in the UK 
will rise from 1.4 million to 3 million (Amos et al. 1997).
Both the sexes male and female on average are equally likely to be diagnosed with 
diabetes in present days (UKDIABS, 2000). However this was not always the case. In the
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1970s a higher prevalence of diabetes was seen in men and the opposite was observed in 
the 1950s and 1960s.
Table 4.1, Table 4.2 and Table 4.3 below show the following respectively:
• An estimate of number of people with diabetes by sex and age in 1999 in the UK
• Prevalence of Type 2 Diabetes by Sex, Age, and region, 1994/98, England and 
Wales
• The prevalence of diagnosed diabetes by sex, age and ethnic group, 1999, 
England.
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Table 4.3: Prevalence of Diagnosed Diabetes by Sex, Age and Ethnic Group, 1999, 
England:
All Ages 
%
16-34
%
35-34
%
55 & Over 
%
MEN Black Caribbean 8.3 1.9 3.2 17.6
Indian 9.8 0.7 8.0 19.2
Pakistani 17.9 0.8 9.6 39.0
Bangladeshi 19.0 2.4 10.6 30.6
Chinese 4.8 - 2.2 16.1
Irish 4.5 1.6 0.8 11.8
General Population 3.3 0.5 2 2 6.9
WOMEN Black Caribbean 10.5 0.4 3.9 25.7
Indian 7.2 0.6 4.4 15.3
Pakistani 14.0 1.1 7.4 28 J
Bangladeshi 14.6 0.4 12.1 26.0
Chinese 5.3 1.6 0.7 11.8
Irish 2.6 - 1.9 5.9
General Population 2.5 1.3 3.4 5.3
Source: Coronary Heart Disease Statistics Diabetes Supplement 2001 Edition.
It can be seen from Table 4.1 that the overall incidence of Type 2 diabetes was far greater 
then Type 1 in both men and women. However between the ages of 0-44 a greater 
proportion of the total number of people with diabetes were diagnosed with Type 1. It was 
after the age of 44 that the scenario changed and Type 2 diabetes became more prevalent 
in both sexes.
Table 4.3 shows that the incidence of diabetes was higher in the Black Caribbean, Indian, 
Pakistani and Bangladeshi population in comparison to the other two ethnic minority 
groups. Amongst the high-risk population, in the cases of both men and women it was the 
Bangladeshi people that were most disadvantaged by diabetes.
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The statistics as presented above on the prevalence of diabetes in the UK, emphasises the 
importance of diabetes care that caters for the specific needs of ethnic minority people, 
particularly the Bangladeshi population. It has been demonstrated in the previous chapter 
how aspects of ethnicity can impact on the delivery of healthcare and so to provide a 
meaningful service components of ethnicity that may influence the delivery of diabetes 
care need to be identified and addressed in health policy. This is further discussed below.
4.4 Diabetes Management in Ethnic Minority Groups:
Successful diabetes management is largely dependent on gaining an understanding of the 
lifestyle, beliefs, attitudes and family and social networks of the patients being treated 
(Greenhalgh, 1997). Choice of lifestyle along with diet can play a major part in the 
management of diabetes. Lifestyle and diet can be strongly influenced by tradition and 
religion. If health policies that govern the care of people with diabetes are not sensitive to 
the patient’s beliefs and choice of lifestyle then the diabetes care services will not be 
adapted to the needs of these people and thus be irrelevant to them.
It has already been demonstrated that the prevalence of diabetes is the highest amongst the 
Bangladeshi population residing in the UK. Khan and Desombre (2003) state that to 
manage diabetes successfully among the British Bangladeshi population a greater 
understanding of their traditions, lifestyle, religious and folk beliefs, attitudes, etc. is 
required. Bangladeshi people tend to hold on strongly to their tradition and beliefs as is 
demonstrated by their choice of wearing traditional clothes and eating traditional food, 
etc. Using the British Bangladeshi population as an example, components of ethnicity and 
diabetes care have been discussed below.
4.4.1 Issues of Communication When Providing Diabetes Care for British 
Bangladeshi People:
There is a big language barrier between health care providers and the Bangladeshi patients 
with diabetes. According to a recent Cabinet Office report over half of all the ethnic 
minority households in the UK do not speak English as their main language (Diabetes
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UK, Balance, 2000). Thus quite a large number of people are receiving care in a language 
they are not comfortable with. This will lead to misunderstanding of advice given to 
patients by health care providers. More often than not if the patient does not understand, 
the easier choice would be to ignore the advice rather than ask for it to be described again.
There exists a wide variation in literacy rates according to age, sex and ethnic origin 
across the community (Audit Commission, 2000). There are some ethnic groups that may 
speak one language but read in another. This can have a strong impact on the nature of the 
written information that patients receive. Information leaflets for patients with diabetes 
must not be simply translated but need to be traditionally appropriate in relation to food 
choices, exercise advice, etc (Greenhalgh et al., 2000).
Where there exists a language barriers and the written word is ineffective as a form of 
communication, alternative approaches to communicating need to be tried. The researcher 
had the opportunity to observe and participate in a ‘story-telling’ session (Greenhalgh and 
Collard, 2001). This was an event, organised in the community, designed to encourage 
British Bangladeshi people to come together and share their experiences of living with 
diabetes. The event was co-ordinated by health advocates versed in Bengali, the native 
language of Bangladeshi people. The aim of this session was to empower people with the 
knowledge and experience of others alongside guidance from the health advocates on self­
management of their condition.
4.4.2 The Impact of Religion on Diabetes Care for British Bangladeshi People;
The majority of the Bangladeshi population living in the UK are Muslim and as such 
many religious beliefs play an important part in their every day life. An aspect of religion 
that affects Bangladeshi people with diabetes is the fasting required at Ramadan (Kelleher 
& Islam, 1994). Ramadan is the holy month of fasting among Muslims and for the 30 
days of the month, fasting is compulsory between the hours of sunrise and sunset. Many 
believe that neither tablets nor injections can be taken during this time. However Islam 
does not make it obligatory for people who are old, pregnant and with disabling 
conditions to fast. If the patient’s condition is such that fasting would be detrimental to 
their health then this small bit of understanding of the Muslim religion would enable the
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carer to assure the patient that fasting is not obligatory, without coming across as being 
insensitive. With a better understanding of the religion carers may be in a situation to 
advise patients on diet management, which would allow them to fast and fulfil their 
religious tasks.
A practical example is stated by Greenhalgh et al. (1998):
A Muslim woman with glaucoma attending a hospital eye clinic was given eye 
drops to he instilled four times daily. The doctors were unaware that the women 
believed that she could not instil the drops during the hours o f daylight during the 
holy month o f Ramadan. The woman lost her sight, yet the same eye drops were 
readily available in a ‘slow release ’formulation.
Also the majority of the Bangladeshi population are Muslim and religious beliefs would 
restrain them from administering insulin if it was derived from pigs. In order to achieve 
the optimum health outcome, attention needs to be paid to the practicalities and feasibility 
of integrating the religious restrictions and practices with the medical management of the 
disease (Greenhalgh et al., 1998).
4.4.3 Taking into Account Tradition When Providing Diabetes Care for British 
Bangladeshi People:
Diet and Exercise are two components of diabetes management that can be heavily 
influenced by traditional practices and beliefs. Diet is an important element of 
Bangladeshi tradition as much emphasis is put on the choice of food and how it is 
prepared. The type of food consumed is often associated with socio-economic status and 
thus eating rich and fatty foods is a sign of being well off. Diet plays an important part in 
the Bangladeshi lifestyle. The women in the family often spend a long time preparing the 
meals for the day. If dietaiy advice given to Bangladeshi patients with diabetes takes into 
account the preferred food groups of these people, then this advice would not seem out of 
place to the patient. Dietaiy advice given by professionals who have not been trained 
properly can be inappropriate and insensitive, and such advice would not help the patient 
change their eating habits (Greenhalgh et al., 1998). Dietetic advice to substitute
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traditional rich foods with healthy western alternatives would not be appropriate, rather 
healthy food choices need to be determined within the patient’s own culinaiy tastes.
Exercise is also important in diabetes management. In Islam there is a requirement for 
women to cover up and not wear clothes that reveal the shape of the body. Thus it is not 
really feasible for women to exercise in gyms or go swimming where they would have to 
wear clothing that they do not see as acceptable. If this is taken into account when giving 
diabetic Bangladeshi women advice on exercise then it will be advice that the patient can 
relate to.
Gestational diabetes is quite common among British Bangladeshi women. It is traditional 
for Bangladeshi women to get married at a very young age and from then on they face 
social pressure to bear children. As a result the rate of pregnancy is quite high among 
young women. Also pregnant women are treated with great care during their term of 
pregnancy in the hope that they may be carrying a son. Male children are of great 
importance particularly in the Bangladeshi tradition and often seen as assets as they are 
expected to provide for their parents in their old age. This care for the pregnant mother 
often takes the form of restricting the women from any sort of physical exercise and 
feeding her with rich foods, which are seen as traditionally the right thing to do. This puts 
her at a greater risk of gestational diabetes.
Educating the patient about their condition can play a big role in the care of diabetes, as it 
is a disease, which is best controlled by self-management. Patient education as a tool in 
diabetes care for Bangladeshi people is further discussed below.
4.4.4 The Role of Patient Education in Diabetes care for British Bangladeshi People:
There is an overall lack of sound education regarding diabetes among the British 
Bangladeshi population. In speaking about a group of Bangladeshi British people 
Greenhalgh et al. (1998:8) states:
The desire to understand and explain the onset and experience o f  illness was often 
strong. However it tended not to lead to systematic search for professional or
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scientific explanations but rather a refiection on personal experience and the 
experiences o f  friends and relatives. Lay sources o f  information were frequently 
cited as a major influence on behaviour.
There is a belief among Bangladeshi people that the cause of diabetes is strongly linked to 
the amount of sugar in the body. There is also a belief that diabetes is caused by inheriting 
an agent in the blood stream rather than inheriting the predisposition. Quite a few 
Bangladeshi people believe diabetes to be caused by a germ and do not understand the 
concept of it being non-contagious (Greenhalgh, 1998). All these folk beliefs held by the 
Bangladeshi population residing in the UK are evidence that there is a great need for 
public education among these people, which may help in their management of the 
condition.
Patient education for people with diabetes has a number of key components as described 
in Testing Times (Audit Commission, 2000). Patient education should enable people with 
diabetes to:
• Begin to come to terms with diabetes, understanding that this is their lifelong 
condition that they can learn to control and adapt their lifestyle to diabetes with the 
help of health professionals.
• Know the basics of the condition and the complications that it can cause and when 
to access more information as they need it.
• Understand the importance of controlling blood glucose levels (and how this is 
done) blood pressure and other risk factors.
• Understand the importance of regular clinic attendance (in whatever setting) and 
the need for good foot care, eye checks and other areas where serious 
complications can be prevented or delayed.
• Understand the need for healthy eating and exercise and the ways in which 
lifestyle, particularly diet, can be modified to maximise well being.
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• [Where relevant] Have the skills and confidence to manage insulin, including 
injection techniques and action in case of emergency (hypoglycaemia).
• Understand the effect of illness on diabetes and what action they need to take 
when they are ill.
• Understand the services, who does what, and points of contact for further advice 
and support as well as understanding what situations require immediate contact 
with health professionals.
• Know about patient groups and how to get in touch with other people with 
diabetes.
Understand that diabetes management is a continuous process and treatment can 
be adjusted in the light of changes in a person’s life and lifestyle.
The advice on managing diabetes with a controlled diet and/or insulin injection needs to 
take into account the tradition and religion of the Bangladeshi people residing in the UK. 
The delivery of the education needs to take into account the low levels of literacy in this 
population. Self-management is an important feature of diabetes care and thus patients 
need to have access to support and advice as the need arises. A tailored education 
programme to respond to the needs of the Bangladeshi community would be a good 
starting point in providing patient education. Rather than establishing a health programme 
to overcome deficiencies in knowledge, health promotion programmes should be designed 
to build on beliefs, attitudes and behaviours that already exist within the Bangladeshi 
traditions to promote good diabetes control and improve quality of life (Greenhalgh et al; 
1997).
This chapter and the previous chapter have emphasised the need for incorporating 
components of ethnicity into health care delivery. The process of delivering a service that 
is adapted to the needs of ethnic minority people cannot be completed without creating a 
system of raising awareness around ethnicity. Educating the health care professional on
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aspects of ethnicity pertinent to health care delivery can play a major role in the process of 
delivering an ethnicity aware health service. This is further discussed below.
4.4.5 The Role of Professional Education in Diabetes care for British Bangladeshi 
People:
It has already been demonstrated that diabetes care needs to be tailored to the needs of the 
British Bangladeshi population for it to be effective. The quality of self-care is very 
important in the case of diabetes and the day to day management of the condition is 
largely dependent on the patients themselves. Healthcare professionals need to be familiar 
with the traditions, customs and sensitivities of the Bangladeshi patient in order to 
provide the support patients need to take control of their self care. Healthcare 
professionals need to ensure that advice and treatment are integrated into traditional diet 
and lifestyles (Raleigh, 1997).
Professional education in the form of information packages, classes, seminars, etc. aimed 
at raising awareness around ethnic issue can play a vital role in the delivery of appropriate 
diabetes care. In some parts of the country ‘Asian Study Days’ are run for all new staff 
and health students to raise traditional and religious awareness (Audit Commission, 2000) 
Healthcare professionals need to be given the opportunity to leam about the ethnic issues 
that may have an impact on diabetes care so that they can tailor the care they provide to 
meet the patients requirements.
4.5 Summary:
A large proportion of the total patients with diabetes in the UK are made up of people 
from ethnic minority groups. In a world where the number of people with diabetes is on 
the increase something needs to be done about reducing this figure. People, who 
understand their condition, have more control and choice of how they live with it. For 
those who do not understand, diabetes can restrict their lives. From the point of diagnosis 
patients with diabetes face a long treatment regime, which can have a great impact on 
their mental, physical and social well being. It has been clearly documented that adapting
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the needs of the British Bangladeshi community in health policies that govern diabetes 
care will enable better delivery of health care resulting in effective diabetes management 
within this high risk population.
There is a great move at the moment to form and implement sound health care policies 
within the NHS. With this in view, this study will firstly investigate all the current health 
policies available on diabetes care. Using the British Bangladeshi population and diabetes 
as a case study, this study will then go on to identify the issues around ethnicity that need 
to be incorporated into health policies in order to provide care that is adapted to the needs 
of ethnic minority people. Through this study, the researcher will aim to create a schema 
for inclusion of ethnicity into all health policies.
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CHAPTER FIVE 
EPISTEMOLOGICAL ISSUES
5.0 Introduction:
This chapter will describe the theory and philosophy of the methodology for this study. 
The research question and the objectives of the research are discussed. The research 
strategy is described and justified. The two paradigms of research, qualitative and 
quantitative are reviewed. An overview of the research design is given including the data 
collection methods and procedures.
5.1 The Research Question and Objectives of the Research:
The importance of incorporating ethnicity into health policy has been discussed 
previously and in particular in Chapter Three. Chapter Four has demonstrated the 
importance of diabetes policy that caters for the needs of Bangladeshi people residing in 
the UK. Using the area of diabetes policy and British Bangladeshi people as a vehicle the 
research attempts to answer the question:
“What aspects of ethnicity need to be incorporated into health policy, in order to 
create a health care service that accommodates the needs of people from ethnic 
minority groups?”
With a view to answering the research question the researcher divided the task into 
smaller parts by defining the objectives of the research. These objectives were:
• To investigate the current policies on diabetes care.
• To identify the issues that need to be addressed in diabetes policy in order to make 
them applicable to British Bangladeshi people.
• To identify a general pathway or schema through which health policies can be 
adapted to incorporate ethnicity.
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Having defined the research question and broken down the process of answering the 
question into manageable parts, the next step was to decide on a research strategy and 
build a research design. The research strategy is the approach the researcher proposes to 
take for conducting the research. There are many established research strategies used by 
researchers in the social sciences, such as survey methods and case study methods. The 
research design is aimed at detailing the structure and methods to be employed within the 
chosen research strategy.
5.2 Defining the Research Strategy:
The research strategy defines how the task of conducting the research is approached. 
There are a range of research strategies and it is important to choose the right strategy in 
order to reach an answer to the research question. Each strategy is a different way of 
collecting and analysing empirical evidence, following its own logic (Yin, 1994). Each 
strategy can be used for the three research purposes: exploratory, descriptive and 
explanatory.
This section will describe the more popular research strategies used by researchers as 
described by Yin (1994) and then will follow on to describe the most appropriate research 
strategy for this study. The details of the design of the chosen strategy will be discussed 
further in this chapter.
It is important to understand when to use each strategy and Yin (1994) describes a way of 
making this choice based on three conditions:
(a) The type of research question posed,
(b) The extent of control an investigator has over actual behavioural events and
(c) The degree of focus on contemporary as opposed to historical events.
Table 5.1 below as cited in Yin (1994:6) displays these three conditions and how they are 
related to the five major research strategies used in the social sciences. The nature of 
these research strategies are further described below.
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Table 5.1 Relevant Situations for Different Research Strategies:
Strategy Form of Research 
Question
Requires Control Over 
Behavioural Events?
Focuses on 
Contemporary Events?
EXPERIMENT how, why Yes Yes
SURVEY who, what, where, 
how many, how 
much
No Yes
ARCHIVAL
ANALYSIS
who, what, where, 
how many, how 
much
No Yes/No
HISTORY how, why No No
CASE STUDY how, why No Yes
Source: Yin (1994:6) Case Study Research: Design and Methods
• The Experimental Approach to Research:
If the research question is of a ‘how’ and ‘why’ nature then experimental 
strategies can be employed; however experiments are only the chosen method 
when the researcher can manipulate behaviour directly, precisely and 
systematically. Experiments can be carried out in laboratory settings where the 
research focuses on one or two variables while the laboratory environment is 
presumed to be controlling the other variables beyond the scope of interest (Yin, 
1994). Experiments can also be carried out in a natural field setting where 
‘treatments’ are applied to one or more groups and whilst the variables beyond the 
scope of interest cannot be controlled the treatment can still be manipulated. The 
aim of the experimental strategy is often to establish a cause and effect 
relationship between the variables of interest (Sekaran, 2000).
• Employing the Survey Strategy in Research:
The survey strategy is advantageous when the aim of the research is to describe 
the incidence or prevalence of the phenomenon. The survey strategy is employed 
when the research asks ‘what,’ ‘who’ and ‘where’ questions and the focus is on
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contemporary issues and events (Yin, 1994). The survey strategy is characterised 
by the collection of data from groups, which can be small or large (May, 2001). 
When employing a survey strategy researchers cannot control or manipulate 
events, rather have to follow the natural occurrence of events (Oppenheim, 1992).
Analysing Archival Data in Research:
The analysis of archival records is often a favoured research strategy when the 
research question asks ‘what,’ ‘where’ or ‘who’ questions. The archival analysis 
strategy can be carried out when the researcher has no control over events but the 
research question can be answered by examining archived documents. For 
example to study the spread of a disease like AIDS in a given area, an archival 
analysis could be conducted on the health statistics for that area (Yin, 1994).
Using History as a Research Strategy:
Histories are the preferred research strategy when the researcher has virtually no 
access or control over the events or subjects to be studied. The history strategy is 
mainly involved with dealing with the past when there are no relevant persons 
alive or available to report even retrospectively on events that may have occurred. 
When employing the history strategy the researcher needs to rely on primary 
documents, secondary documents, physical and cultural artifacts as their main 
source of evidence (Yin, 1994).
The Case-Study Strategy:
Stake (1995) suggests that a case study strategy is employed to capture the 
complexity of a single case and aids the understanding of its activity within 
special circumstances. The case study strategy is the chosen method of research 
when contemporary events are being studied but the researcher has no control 
over the relevant behaviours. Direct observation and systematic interviewing are 
two sources of evidence widely used in the case-study research strategy (Yin, 
1994). Case studies involve the study of an example, a case of the phenomenon 
being researched. The aim of case study research is to understand the phenomenon 
by studying single examples (Veal, 1997).
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5.2.1 The Research Strategy Chosen for this Study:
The researcher’s aim was to study events in a contemporary real life situation where 
events occur naturally rather than in an artificial laboratory setting and thus for this study 
the experimental strategy and history strategy were ruled out by the researcher in the first 
instance.
The first stage of the proposed research was to examine the current policies available on 
diabetes care and for this purpose a variation on the survey strategy was most suitable as 
the main aim of a survey is to describe a phenomenon without the researcher having to 
control the events. The phenomenon to be studied in this research was the current 
diabetes policies available at the time of the study and for this purpose the survey method 
was employed to gather this information from a large group of NHS bodies. As this 
survey was exploratory in nature and was conducted with the aim of collecting and 
examining all diabetes policy, the researcher refers to this strategy as an ‘exploratory 
survey.’
The second stage of the proposed research was to identify the issues that need to be 
incorporated into diabetes policy in order to adapt them to the needs of British 
Bangladeshi people. For this purpose a case study was conducted as the researcher used a 
single example to examine the phenomenon of interest. Using the case study method the 
researcher was able to develop in depth knowledge about the single case that was studied 
in context and data collected through interviews. This part of the study forms the main 
body of the research. The design for this case study is described in detail later on in this 
chapter.
The third stage of the proposed research was to identify a pathway or schema through 
which current health policies can be adapted to the needs of people fi*om minority ethnic 
groups. This part of the study was conducted by the researcher using the information 
gathered firom the case study.
In summary the overall research strategy was a combination of two research strategies. 
The policy survey enabled the researcher to examine all current policies on diabetes care. 
Through the case study the researcher was able to identify issues that need to be
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incorporated in diabetes policy for British Bangladeshi people and this led to the design 
of a schema or pathway for inclusion of ethnicity into health policies.
The researcher used a combination of research strategies for this study with the first part 
being of an exploratory nature and latter being more structured in design. Robson (2002) 
suggests that such combined strategies are particularly beneficial for studies carried out in 
real life context such as the study proposed here by the researcher.
This study is of a qualitative nature and the data collected through the survey and the case 
study are qualitative. The research strategies chosen for this study by the researcher have 
been identified with the aim of collecting qualitative data and thus the research falls 
entirely within the qualitative paradigm. The two paradigms of research are further 
discussed below.
5.3 Defining Qualitative and Quantitative Research:
Kumar (1999) describes the qualitative-quantitative classification of research to be 
dependent on three criteria.
(a) The purpose of the study;
(b) How the variables are measured and
(c) How the information is analysed.
A study is classified as qualitative when the purpose of the study is primarily to describe a 
situation, phenomenon, problem or event and the data are gathered through using a 
nominal or ordinal scale. The analysis in a qualitative study is carried out to establish the 
variation in the situation, phenomenon or problem without attempting to quantify it 
(Kumar, 1999).
On the other hand if the purpose of the study is to quantify the variation in a phenomenon, 
situation or problem through data gathered using mainly quantitative variables and the 
analysis is geared towards ascertaining the magnitude of the variation, the study is 
classified as a quantitative study (Kumar, 1999).
86
______________________________________________________________________________________________________________________________________________________________________________________________ Chapter Five
5.3.1. The Philosophy Underlying the Qualitative Paradigm:
The philosophy underlying qualitative research is that the nature of the research is 
interpretative. It is based on the belief that realities of the research setting and the people 
in it are mysterious and can only be superficially touched by research, which tries to make 
sense of it. The philosophy of qualitative research maintains that the researcher can 
explore, catch glimpses, illuminate and then try to interpret parts of reality, but 
interpretation is as far as the researcher can go (Holliday, 2002)
The qualitative approach to research is generally not dependent on or concerned with 
numbers. It normally involves the collection of large amounts of data from a small 
number of people as opposed to small amounts of data from a large number of people. 
The data collected are not generally presented in numerical form. Qualitative methods 
are applicable to research that is more concerned with gaining a full and rounded 
understanding of the situation and behaviour of a few people, no matter how 
unrepresentative they may be, rather than a limited understanding of a large 
representative population (Veal, 1997).
Qualitative methods can be employed in situations where formal quantified research is 
not possible. Qualitative research is based on the philosophy that the people personally 
involved in a particular situation are best equipped to describe and report on their 
situation in their own words. They should be allowed to speak without any interference 
from the researcher and without the constraints of a pre-designed framework imposed by 
the researcher. The methods of qualitative research include observation, interviews and 
participant observation (Veal, 1997).
5.3.2 The Philosophy Underlying the Quantitative Paradigm:
The philosophy underlying quantitative research is that the nature of the research is 
normative, that the right research instruments can master reality. It is based on the belief 
that there is a normality that can be fathomed and understood and then mastered by 
statistics and experiments (Holliday, 2002).
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The quantitative approach to research generally involves statistical analysis and 
presentation of statistical information. Quantitative studies depend on numerical data and 
evidence to reach conclusions and test hypotheses. To achieve reliability on findings from 
quantitative studies it is often necessary to collect data from large numbers of people. 
Computers and software packages are often used to analyse the data collected from 
quantitative research. The data for quantitative studies can be collected through a variety 
of methods including questionnaire surveys, structured interviewing, self-administered 
questionnaires, structured observation, content analysis and data from secondary sources 
such as official statistics (Veal, 1997).
Quantitative research can be seen to have two approaches. One makes use of statistical 
methods and tests such as chi-square tests, /-tests, analysis of variance, correlation or 
regression. The other is numerically driven but does not necessarily make use of 
sophisticated statistical tests, though percentages are often used as a way of displaying the 
quantitative data (Veal 1997).
Quantitative research requires variables to be defined and linked before the research 
starts. The researcher tends to be an outsider and distant from the subjects. The focus of 
the research tends to be narrow and uses a well established tool to collect the data. 
Quantitative research uses numbers, statistical analysis and generalisation as the units of 
analysis and considers the data to be reliable (Veal 1997).
5.3.3 A Comparison Between the Two Paradigms- Qualitative and Quantitative:
Table 5.2 below as cited in Holiday (2002: 6) gives an overview of a comparison between 
the two paradigms of research.
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Table 5.2 The Two Paradigms of Research
QUALITATIVE RESEARCH QUANTITATIVE RESEARCH
Activities
a) Looks deep into the quality o f social life.
b) Locates the study within particular settings 
which provide opportunities for exploring all 
possible social variables; and set manageable 
boundaries.
c) Initial foray into the social setting leads to 
further; more informed exploration as themes 
and focuses emerge.
i) Counts occurrences across a large population
ii) Uses statistics and replicability to validate 
generalisation from survey samples and 
experiments.
iii) Attempts to reduce contaminating social 
variables.
Beliefs
d) Conviction that what it is important to look 
for will emerge.
e) Confidence in an ability to devise research 
procedures to fit the situation and the nature of  
the people in it, as they are revealed.
f) Reality contains mysteries to which the 
researcher must submit, and can do no more 
than interpret.
iv) Conviction about what it is important to look 
for.
v) Confidence in established research instruments.
vi) Reality is not so problematic if  the research 
instruments are adequate; and conclusive results 
are feasible.
Steps
g) Decide the subject is interesting (e.g. in its 
own right, or because it represents an area of  
interest.)
h) Explore the subject.
i) Let focus and themes emerge.
j) Devise research instruments during process 
(e.g. observation or interview.)
vii) First decide the research focus (e.g. testing a 
hypothesis.)
viii) Then devise research instruments (e.g. 
survey questionnaire or experiment.)
ix) Then approach the subject.
Rigour
k) Principled development o f research strategy 
to suit the scenario being studied as it is 
revealed.
x) Disciplined application o f established rules o f  
statistics, experiment and survey design.
Source: Holliday (2002:6) Doing and Writing Qualitative Research
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5.3.4 Establishing the Study Proposed by the Researcher as Qualitative:
The nature of the study was predominantly exploratory in that it aimed to examine the 
current diabetes policies available and then further investigate ways of how to make these 
policies applicable to ethnic minority people residing in the UK. The nature of the study 
was to examine the phenomenon rather than to quantify it.
The main body of the research took place in a particular setting that allowed for the 
study to be conducted within manageable boundaries. Rather than following pre- 
established rules of statistics, experiments and survey designs, the research strategy was 
more iterative in nature, by being developed as the study was being conducted. On going 
exploration took place as themes and focuses emerged. The study was conducted purely 
within the qualitative paradigm.
The initial stage of the study was carried out through employing the survey strategy. Even 
though the survey strategy is predominantly employed to collect quantitative data, in this 
study the researcher employed a variant on the survey strategy deemed the ‘exploratory 
survey,’ as mentioned above to gather qualitative data on current diabetes policies. The 
case study was also designed to collect in-depth qualitative data on the issues of ethnicity 
that need to be reflected in diabetes policy. Thus it can be argued that this study falls 
completely within the qualitative paradigm.
Due to the qualitative nature of the study and the size and concentrated geographic 
location of the ethnic population studied a Pilot Study was not appropriate for this 
research. However the researcher pre-tested the data collection tools, for example the 
interview questions for the case study, to confirm correct interpretation and understanding 
of the inquiries posed.
5.4 The Research Design:
The main purpose of a research design is to demonstrate how the researcher will go about 
obtaining answers to the research questions. The research design involves a series of 
rational decision-making choices. A good research design should include measurement
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procedures, sampling strategies, frame of analysis and time frames. Research designs 
should detail decisions regarding the purpose of the study, where it is to be conducted, the 
type of study it should be, the extent to which the researcher manipulates and controls the 
study, the temporal aspects of the study and the level at which the data will be analysed 
(Sekaran, 2000). This section will first discuss the basic aspects of the research design 
and then go on to discuss in detail the design of the chosen research strategies for this 
study.
5.4.1 Basic Aspects of the Research Design:
Each component of a research design described above, offers the researcher several 
critical choice points. Taking into consideration the specific purpose of the study, the 
scientific rigour of any study will depend largely on the appropriateness of the design 
alternatives chosen by the researcher. Sekaran (2000) describes the six basic aspects of 
the research design to be:
- The purpose of the study.
- The types of investigation.
The extent of researcher interference.
- The study setting.
The unit of analysis.
The time horizon.
Each of the six basic aspects of research design mentioned above are described below in 
relation to the case study design of this research.
The Purpose of the Study:
Studies can be either exploratory or descriptive in nature or they can be conducted to test 
hypotheses. In an exploratory study the researcher attempts to explore new areas of 
research, in a descriptive study the researcher attempts to describe characteristics of the 
topic where the interest lies and in a hypotheses testing study the researcher examines 
whether or not the relationships conjectured have been substantiated and the research 
question has been answered (Sekaran, 2000).
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Exploratory studies are undertaken when not much is known about the phenomenon to be 
researched. In such studies extensive preliminary work needs to be carried out in order to 
understand the situation and what is occurring before a rigorous design for investigation 
can be employed. Some qualitative studies, where data are collected through observation 
and interviews, are exploratory in nature (Sekaran, 2000).
Descriptive studies are carried out in order to describe the characteristics of the topics of 
interest in a situation. The main aim of a descriptive study is to offer a profile or describe 
relevant aspects of the phenomenon of interest to the researcher. For example, quite often 
descriptive studies are undertaken in organisations in order to be able to report on the 
characteristics of a group of employees such as age, education, job status and length of 
service (Sekaran, 2000).
Studies that are categorised as testing a hypothesis are usually aimed at explaining the 
nature of certain relationships, or establishing the difference among groups. Hypotheses 
testing can also be employed in establishing cause and effect relationships (Sekaran, 
2000).
It can be derived from the information above that this study was an exploratory study; the 
purpose of the research was firstly to explore current diabetes policies and then further 
explore ways of adapting these policies and subsequently all health policies to meet the 
needs of people from ethnic minority groups.
Type of Investigation:
For each study, Sekaran (2000) describes the type of investigation to be either causal or 
correlational. A causal study is carried out when a definitive cause and effect relationship 
needs to be established. However a correlational study is carried out when the researcher 
only wants to identify important factors associated with the problem or phenomena to be 
studied (Sekaran, 2000).
In a causal study the researcher aims to delineate one or more factors that are causing the 
phenomena. For example the intention of a researcher carrying out a correlational study
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would be to establish that factor X causes factor Y, so that when factor X is controlled, 
factor Y can be manipulated (Sekaran, 2000).
In the majority of situations multiple factors lead to a phenomena occurring. When the 
researcher is interested in delineating the important factors that are associated with the 
phenomena then it is called a correlational study. In a correlational study the researcher 
aims to identify the crucial factors that are associated with the phenomena to be studied 
rather than establish a cause and effect relationship (Sekaran, 2000).
The investigation carried out as part of this research was exploratory in nature and thus 
through the researchers interpretation of Sekaran’s (2000) classification of causal and 
correlational studies, this research was akin to a correlational study (investigating 
relations within the study) as it aimed to establish the important factors that can be 
associated with the process of ‘translating’ current health policies into ones that are 
adapted to the needs of people from ethnic minority groups rather than establishing a 
cause and effect relationship.
The Extent of Researcher Interference:
The extent of researcher interference in the normal flow of events in the research setting 
has a direct bearing on whether the study type is causal or correlational. In a correlational 
study the research is carried out in the natural environment of the research setting with the 
researcher interfering as little as possible with the normal flow of events. Even though 
there is some interference when the researcher carries out interviews and distributes 
questionnaires, the interference caused is minimal compared with that in causal studies 
(Sekaran, 2000).
In causal studies where the aim is to try and establish a cause and effect relationship, the 
researcher will deliberately manipulate certain factors so as to observe the influence it has 
on the factor of interest. In such studies the researcher will interfere considerably with the 
normal flow of events in the research setting. In some studies the researcher may wish to 
conduct the research in an artificial environment such as a laboratory so that they can 
manipulate some factors, whilst having strict control over other ones. Thus the degree of
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interference by the researcher can be varying both in a natural setting and an artificial 
setting created by the researcher (Sekaran, 2000).
During this research, the researcher aimed to interfere minimally with the natural flow of 
events. The research took place in the natural environment with as little interference from 
the researcher as possible.
Study Setting:
It has been shown above that research can be carried out in natural settings where the 
flow of events proceeds normally or in artificially created environments. These two 
settings can be denoted as ‘non-contrived’ and ‘contrived’ study settings. Correlational 
studies are inevitably carried out in non-contrived settings, whereas rigorous causal 
studies are mostly carried out in contrived settings. Correlational studies carried out in 
organisations are known as field studies, whereas studies carried out to establish cause 
and effect relationships in the natural environment of the research setting are known as 
field experiments. In field experiments the researcher does interfere with the natural 
occurrence of events by manipulating certain factors of choice to see the effect it has on 
the factor of interest. Experiments that are carried out to establish cause and effect 
relationships beyond the possibility of the least doubt require an artificial contrived 
environment with strict control of extraneous factors. These studies are known as 
laboratory experiments (Sekaran, 2000).
The study setting for this research was non-contrived as the research was carried out in 
the natural environment of the research setting. The researcher aimed to interfere with the 
natural flow of events to a minimal degree and did not wish to manipulate the 
environment in any way.
Unit of Analysis:
The unit of analyses refers to the level of aggregation of the data collected for analysis 
later on in the research process. The unit of analysis can be individual, dyad, group, etc. 
For example if the researcher is interested in looking at individual subjects then the unit 
of analysis is the individual. However, if  the researcher is interested in studying two
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person interactions then the unit of analysis becomes a dyad. Furthermore, if the research 
is aimed at groups then the unit of analysis is at the group level (Sekaran, 2000).
The research question itself determines the unit of analysis. However, when formulating 
the research question it is important to take into account the decision to be made on the 
choice of unit of analysis as data collection methods, sample size and even variables to be 
included in the research design may sometimes be determined by the level at which the 
data are aggregated for analysis (Sekaran, 2000).
From the research question it can be derived that the unit of analysis for this research was 
at the group level. The data were aggregated at the group level in order to try and answer 
the research question that is based around ethnic minority groups.
Time Horizon:
There are two time horizons for most research studies, cross sectional studies and 
longitudinal studies.
A study can be carried out where data are gathered only once, sometimes over a period of 
days, weeks or months in order to provide a solution to the research question. Such 
studies are denoted as one-shot or cross-sectional studies (Sekaran, 2000).
In some cases however, the researcher may wish to study the people or the phenomena at 
more than one point in time in order to answer the research question. For example, a 
researcher may wish to study employee behaviour before and after a change in the 
management structure of a given organisation. Here, as the data are gathered at two 
different time points, the study is not one-shot and cross-sectional, rather it is carried out 
longitudinally, across a period of time. Such studies are called longitudinal studies 
(Sekaran, 2000).
The data for this research were collected at one point in time so the time horizon for this 
study will be cross-sectional.
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5.4.2 A Diagrammatic Overview of the Chosen Researeh Design:
Figure 5.1 below depicts a schematic diagram detailing an overview of the basic research 
design chosen for this research.
Figure 5.1: Overview of Researeh Design:
Exploratory
Correlational
Minimal
Non-contrived
Group
Cross-sectional
Unit of Analysis
Study Setting
Time Horizon
Type of Investigation
Purpose of Study
Extent of Researeher 
Interferenee
5.4.3 The Survey Design:
The survey conducted by the researcher for this study was not a ‘traditional’ survey as 
described in many research methodology books as it did not use a pre-designed tool for 
data collection, nor did it use sophisticated statistical methods for data analysis. The data 
collected by this survey were qualitative in nature. The aim of the survey was to explore 
the current diabetes policies available to health care practitioners and thus the researcher
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called it an ‘exploratory survey.’ The data were collected through the postal services and 
descriptive analysis was conducted. This will be discussed further in the next chapter.
5.4.4 The Case Study Design:
It has already been demonstrated above that the main body of the research was carried out 
through conducting a case study. This section discusses case study design in general 
terms and then proceeds to focus on the details of the case study conducted.
A Brief Overview of Different Types of Case Study Designs:
When designing case study research an important decision to be made is between single 
and multiple case study designs. This requires a decision to be made before the data 
collection starts on whether a single case study or multiple case studies will be used to 
answer the research questions (Yin, 1994). Yin (1994) describes four types of case study 
design based on a 2 x 2 matrix which is displayed below.
Figure 5.2: Basic Types of Design for Case Studies:
Single-Case Multiple-Case
Design. Design.
Holistic TYPE 1 TYPE 3
(Single unit of analysis)
Embedded TYPE 2 TYPE 4
(Multiple units of analysis)
Source: Yin (1994:39)
Embedded and Holistic Case Study Design:
97
______________________________________________________________________________________________________________________________________________________________________________________________ Chapter Five
Yin (1994) suggests that within the two types of case study designs, single and multiple, 
there can be either unitary or multiple units of analysis. Thus for the case study strategy 
there results four types of design:
a) Single case holistic design
b) Single case embedded design
c) Multiple case holistic design
d) Multiple case embedded design
When conducting case studies, attention can be given to more than one unit of analysis 
within the case. For example in a single case study dealing with one public program the 
data analysis may deal with the outcomes of multiple projects within that program. In 
such studies data are collected from the ‘embedded’ units and subunits within the case. 
Such a case study design is called the ‘embedded case study design.’
In contrast, using the example given above of the public programme, if the case study was 
dealing with the global nature of the programme it would be known as a ‘holistic’ design 
(Yin, 1994).
Single and Multiple Case Study Design:
Single case study designs are appropriate in certain circumstances. There are various 
rationales that serve as the major reasons for conducting a single case study. These are 
described below:
Stake (1995) justifies the use of a single case by stating that case studies are not carried 
out to gain representation of other cases; rather it is to study a particular phenomenon in 
context. The first criterion of conducting a case study should be to maximise the amount 
of information gathered and thus it is important to choose a case that will lead to greater 
understandings and assertions of the phenomenon studied. Yin (1994) suggests that 
another rationale for conducting a single case study is when it represents the critical case 
in testing a well established theory. If a theory has specified a clear set of propositions 
and context within which those propositions are substantiated, then to test that theory 
there may only exist a single case which meets all the right conditions for carrying out the
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test. In such a study the single case can be used to test the propositions or to suggest that 
an alternative set of propositions may be more appropriate.
Another rationale described for a single case is when it represents an extreme or unique 
case. Such single case studies are often conducted in the medical sciences when a specific 
injury or disorder is so rare that every single case is worth documenting. Yin (1994) 
describes another rationale for conducting a single case study when the case is revelatory. 
Such a situation can arise when the researcher is able to observe and analyse a situation 
that was previously inaccessible to other investigators.
The above rationales are the major reasons for conducting single case studies; however 
single case studies can also be conducted as exploratory devices.
The same study may contain more than one single case and in such situations the 
researcher will employ a multiple case design. Multiple case designs have some 
advantages and disadvantages over single case designs. Sometimes the evidence gathered 
from multiple case designs are considered more compelling and as a whole the research 
may be considered more robust. However, on the other hand multiple case designs 
sometimes do not serve the purpose that can be satisfied by single case designs. For 
example in situations of unusual, rare, critical and revelatory cases (Yin, 1994).
The Chosen Case Study Design for this Study:
The aim of the case study was to determine the issues around ethnicity that need to be 
incorporated into diabetes policy in order to adapt them to the needs of British 
Bangladeshi people. The case study design for this study was a ‘holistic’ single case 
study. The rationale for conducting a single case study for this research was that the 
population fi*om which data were collected was unique and the setting where the case 
study was conducted was also unique in that it was a recognised centre for excellence in 
primary care. The case study had to be conducted in a setting that allowed the researcher 
to answer the research question and maximise the information collected. The raw data 
collected from this case study were unique to the British Bangladeshi population and 
cannot be generalised so a multiple case study design was not appropriate for this 
research.
99
Chapter Five
Robson (2002) describes a framework for the research design as shown below: 
Figure 5.3 Framework for Research Design:
Purpose(s) Theory
Research
Question
Methods
Sampling Strategy
Source: Robson (2002); Real World Research.
As shown above Robson (2002) describes four components to form a part of every 
research design. These are as follows:
• Purpose (s)
• Theory
• Research Questions
• Methods
• Sampling Strategy
Each of the above components described by Robson (2002) is discussed below in relation 
to the case study design for this research.
Purpose (s):
The purpose of the study details what it is trying to achieve. In this particular study the 
aim of the case study was to try and determine the issues around ethnicity that need to be 
incorporated into diabetes policy in order to adapt them to the needs of ethnic minority 
people.
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Theory:
The theory behind the research is what informs the study - the body of knowledge from 
which the study is derived. The theoretical framework for this study is ‘ethnicity 
embedded in health care management.’
The conceptual framework can be described as the system of concepts, assumptions, 
expectations and beliefs that inform the research. Figure 5.4 below depicts the conceptual 
pathways through the primary care system for a Bangladeshi patient.
Figure 5.4 The Conceptual Framework of The Case Study Research:
PATIENT
Healthcare
Provider
POLICY
Exercise Advisor
Dietician
It is the steps that lead to evidence from the patient, healthcare provider, exercise advisor 
and dietician that this case study focused on.
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Research Question:
The aim of the research question is to determine the issues around ethnicity the ‘evidence’ 
that needs to inform policy in order to form diabetes policy that is adapted to the needs of 
British Bangladeshi people.
In order to answer the research question a set of interview questions were formed based 
on evidence described in chapter three regarding the issues of ethnicity that need to be 
incorporated into health policy. Chapter Three has demonstrated the need for ethnicity to 
be incorporated into health policy and has subsequently highlighted aspects of ethnicity 
that should inform health policy. The questions inquired about British Bangladeshi people 
and diabetes policy on the following topics:
• Communication
• Tradition
• Religion
• Patient Education
• Professional Education
Methods:
The case study was conducted through a series of semi-structured interviews. The data 
were analysed using in-depth qualitative analysis techniques for content and themes 
emerging. Details of the methodology are described in Chapter Six.
Sampling Strategy:
The research question requires evidence that needs to inform diabetes policy - this was 
collected from the stakeholders involved in delivering diabetes care to British 
Bangladeshi people. Thus for the case study, the stakeholders in the diabetes care process 
were first identified and approached to be interviewed. This can be deemed a type of 
purposive sampling as the researcher was selecting individuals to satisfy the specific 
needs of the research.
Figure 5.5 below depicts a diagrammatic representation of the research strategy and 
design of the strategy:
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Figure 5.5: A Diagrammatic Representation of the Research Strategy and Design:
Strategy Design
SURVEY
CASE
STUDY
O
Type: Holistic-single
Type: Exploratory
Data Analysis: 
Descriptive
Data Analysis: In- 
depth Qualitative
Nature of Data: 
Qualitative
Nature of Data: 
Qualitative
Data Collection: 
Mail Survey
Data Collection: 
Interviews
Schema for Inclusion of 
Ethnicity into Health 
Policy
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5.5 Questions of Validity, Reliability, Generalisability and Bias in the 
Research Design:
Perakyla (1997) as cited in Silverman (1997) states that the aim of social science is to 
produce descriptions of a social world that in some controllable way correspond to the 
world that is being described. All descriptions are bound to a perspective and thus 
represent rather than reproduce the reality. However, it is possible to describe social 
interaction in ways that can be subjected to empirical testing. Thus in social research 
there is criteria forjudging the quality of any research design (Yin, 1994). Such criteria as 
validity, reliability and generalisability are discussed below for this study.
5.5.1 Validity:
Validity is one of the key criteria to assess any research study. The validity of the 
research will largely depend on how ‘true’ the findings seem to be (Miles & Huberman, 
1994). Silverman (1997) states that validity of research is concerned with the 
interpretation of observations, that is whether or not the researcher is accurately 
interpreting the findings.
The validity for this study was ensured by ‘strong’ and rigorous research designs. The 
exploratory survey was conducted within the whole population concerned; in this case all 
relevant NHS bodies were included in the survey group. This helped to avoid any loss of 
information that may have occurred if a smaller sample were used to conduct the survey.
For the case study where possible multiple interviews were conducted within each 
stakeholder group to ensure multiple sources of evidence. These designs in the 
methodology of the research help establish confidence in the validity of the research 
methods and data.
5.5.2 Reliability:
The reliability of a research study is measured by the ability to repeat the study. It is 
important to note here that the objective of ensuring reliability is not to replicate the
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results of the study by doing another research study but rather the ability to carry out the 
same study again (Yin, 1994). Kirk and Miller (1986:69) as cited in Silverman (1997) 
state that reliability of research results entails whether or not the researcher would expect 
to obtain the same findings if they tried again in the same way.
The researcher attempted to overcome the issue of reliability for this study by 
documenting every stage of the research while it was being carried out. The interviews 
that form part of the case study were recorded on audiotape to avoid loss of information 
that might occur if other methods were employed in documenting the interview data. This 
ensures reliability in the study. It is important to note here that in real life settings such as 
the one where the research was carried out, the environment is not always constant and 
fixed and this may have some impact on the outcome if the study is to be repeated. This 
needs to be taken into consideration when judging the reliability of this study.
5.5.3 Generalisability:
The issue of generalisability is not particularly relevant to the case study as the findings 
were unique to the British Bangladeshi population. The particular aspects of ethnicity that 
were identified by this study are unique to this population. However, the researcher 
proposes to generalise the findings of the case study to theory as described by Yin 
(1994:37). The case study research identified ethnicity issues for British Bangladeshi 
people that need to be included into diabetes policy and the researcher aimed to generalise 
these findings to theory and in the process produce a schema for inclusion of ethnicity 
into health policy.
5.5.4 Bias:
Maxwell (1996) describes the researcher’s background and identity to be treated as 
sources of bias within a research study. In a qualitative study such as the one here, where 
the researcher them self is a tool for data collection it is almost impossible to conduct a 
study that is completely void of bias. Yin (1993) argues that:
"Separating your research from other aspects o f your life completely cuts you o ff 
from a major source o f insights, hypotheses and validity checks. ”
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To this study the researcher brings an understanding of the background of British 
Bangladeshi people as a result of their identity. The researcher sees this ability as an 
asset to the study rather than a disadvantage. The ethnic background of the researcher 
allowed easier access to the British Bangladeshi community.
However to avoid issues of bias in the findings and outcome of this study, the data 
gathered were analysed using multiple methods so as to stop any bias creeping into the 
conclusions. Triangulation of the findings of this study ensured that the conclusions 
drawn from this research were free from researcher bias.
5.6 Ethics and Confidentiality:
Ethical issues need to be considered throughout the research and thus due to the nature of 
current legislation governing the research in health care patients were not approached for 
interviewing. This is further discussed in Chapter Six. The data collected were treated 
with the utmost confidentiality and used only for the purpose of the research. All data 
were annonymised for the purpose of the research.
At the time of conducting the study, new developments were taking place as regards 
obtaining ethical approval for such research; however, these developments had not been 
formalised by the time of conducting the case study. Thus ethical approval for this study 
was obtained via existing routes such as university ethics committee and managerial 
permission at the setting of the case study.
5.7 Summary:
This chapter has discussed the research question and the research objectives in detail. The 
research strategy of an exploratory survey followed by a case study has been identified 
and justified. The research design for the chosen strategy has also been discussed in 
detail. Issues regarding ethics and confidentiality have been addressed. The next chapter 
will go on to describe the survey and case study methodology.
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CHAPTER SIX 
THE RESEARCH METHODS
6.0 Introduction:
The aim of this chapter is to describe the details of the data collection process for this 
study and how the researcher approached the analysis of the data collected. The design of 
the survey tool and the target population is described and the time-frame for conducting 
the survey presented. The case study method will also be discussed in detail with 
reference to how the setting for the study was chosen and the design of the interviews.
6.1 The Method for Conducting the Exploratory Survey:
This section will deal with the following:
• How the target population in which the survey was conducted was determined.
• The design of the data collection tool for the exploratory survey.
• The time-frame within which the researcher aimed to complete the survey.
6.1.1 Determining the Target Population for the Exploratory Survey:
The aim of the exploratory survey, as has been demonstrated in chapter five, was to 
explore all current polices on diabetes care available to health care practitioners. For this 
purpose the survey included the whole population as opposed to a representative sample 
so as to avoid missing any information.
The geographical organisation of National Health Service divided England into eight 
regions. These were:
1. The Eastern Region
2. The London Region
3. The North West Region
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4. The Northern and Yorkshire Region
5. The South East Region
6. The South West Region
7. The Trent Region
8. The West Midlands Region
Each region had an NHS Executive Office and these were included in the survey. All the 
Health Authorities within the regions were also included in the survey. The target 
population for the survey mainly consisted of all the relevant National Health Service 
(NHS) trusts within England. Ambulance NHS trusts and specialist NHS trusts such as 
cancer services and mental health services were excluded from the survey as it was 
assumed that such trusts will refer to Acute NHS trusts for diabetes care. Gathering the 
data from the three levels of NHS organisations ensured that diabetes policies were being 
explored at all three levels described in chapter two -  macro, meso and micro levels.
The correspondence addresses for all the NHS trusts included in the survey were taken 
fi-om the National Health Service web-site as this source was the most up to date at the 
time.
6.1.2 The Design of the Exploratory Survey Tool:
The main tool for conducting the survey were letters addressed to the Directors of 
Services for the relevant NHS bodies. This letter was short and precise and briefly 
described the nature of the study. This was followed by a request to the recipient to send 
the researcher any diabetes policies they may have in place for the care of people with 
diabetes. The letter also included assurance that any information sent to the researcher 
would be treated with absolute confidence and anonymised for the purpose of the 
research.
This letter was sent by post to the target population as described above using second-class 
postage. No self-addressed envelopes were included with the letters as the researcher 
wished to avoid portraying the survey in a commercial light. An example of the letter is 
given below:
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Figure 6.1 Sample Letter Used in the Exploratory Survey:
School o f Management forthe 
Service Sector, 
University o f Surrey, 
Guildford,
Surrey GU2 7XH
Director o f Services, 
XY NHS Trust 
XY Road,
XY
WX12 3YZ
Dated: 25* Sept 2001
Dear Colleague,
I am a Ph.D Research Student at the University o f Surrey. My research work looks at current 
policies governing the provision o f care for people with diabetes. In order to do this I would be 
most grateful if  you could let me have any policy documents that you have developed or work 
with regarding the care o f people with diabetes.
I would like to reassure you that all documentation will be treated with absolute confidence and 
anonymised for the purpose o f the research. Should you wish to verify the validity o f  this 
research please do not hesitate to contact my supervisor Dr. Teny Desombre on 01483-686367.
Thanking you for your kind help.
Yours sincerely.
Nadia Y.T. Khan
Ph.D Research Student (Health Care Management)
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6.1.3 The Time Frame for Conducting the Survey:
The researcher proposed to allow three calendar months for collecting responses to the 
survey. The three months spanned from October 2001 till the end of December 2001. All 
the letters for the survey were sent by the end of September so as to allow a full three 
months for the recipients to respond.
Thus far the method for conducting the exploratory survey has been described. This 
chapter will now go on to discuss the methods for analysing the data collected through the 
survey.
6.2 Analysis of the Survey Data:
The data collected through the survey were thoroughly explored and documented in the 
form of a database [A sample of this database is given in Appendix I]. Each policy 
document received by the researcher was investigated and the aspects of diabetes care 
mentioned in that document were recorded in the database. This procedure was carried 
out for all the policy documents received which gave rise to a rich database detailing all 
aspects of diabetes care that are covered by the current diabetes policy documents 
available to health care practitioners.
It is important to note here that the researcher anonymised all data before it was recorded 
in the database. The documents received from the trusts were stored in a secure place.
The researcher further analysed the data to identify any variation in aspects of diabetes 
care covered by the policy documents from region to region. The analysis of regional 
variation in diabetes policy helped the researcher construct a picture of diabetes care 
available to people throughout England.
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6.3 The Method for Conducting the Case Study:
This section will deal with the method for carrying out the case study. The following
details of the case study will be discussed:
• The case study setting is justified.
• The interview subjects and the design of the interviews are described.
• The time frame within which the researcher carried out the case study is
described.
6.3.1 The Case Study Setting:
It has already been demonstrated in chapter four that a large proportion of the British 
Bangladeshi population in the UK reside in East London. The researcher identified a 
centre for excellence in primary care in East London for the case study. This health centre 
provided diabetes care to a large number of British Bangladeshi patients.
The case study was conducted in a primary care setting because it is in the primary care 
domain that ethnicity needs to play a part in shaping diabetes policy. It is assumed that in 
acute care the diabetes treatment provided is clinical and thus the treatment the patient 
receives will be in response to their physical condition. In a primary care setting the 
nature of the care provided to a diabetes patient, needs to account for ethnicity in order 
for it to be adapted to their needs.
6.3.2 Identifying the Subjects Interviewed:
The researcher interviewed the stakeholders in diabetes care in the primary care setting. 
By the term ‘stakeholder’ the researcher is referring to the groups of people who have a 
direct interest in the diabetes care process. Four stakeholder groups were identified by the 
researcher in a primary care setting for diabetes. These are depicted below:
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Figure 6.2 Stakeholder Groups in the Primary Care Setting for Diabetes:
POLICY
MAKER
SERVICE
PROVIDER
SERVICE
FACILITATOR
SERVICE
USER
Figure 6.2 above shows the four stakeholder categories identified by the researcher. 
Individuals with different contributions to the diabetes care process fall within these 
categories. The subjects interviewed within each category are described below.
Policy Maker:
Policy makers have a stake in the diabetes care process as they form the policies that 
govern the care of people with diabetes. There was only one policy maker within the 
setting for the case study. The researcher identified the policy maker within the primary 
care setting and interviewed them.
Service Provider:
The service providers within the diabetes care process are the health care practitioners 
who provide care to the patients with diabetes. For this case study the researcher 
interviewed one General Practitioner (GP) and one Practice Nurse.
Service Facilitator:
The service facilitators are the people who facilitate the diabetes care service. Service 
facilitators play an integral role in the whole diabetes care process and work with and 
around the service providers to help deliver a whole package of integrated care to the 
patient with diabetes. In this case the researcher interviewed a receptionist, the exercise 
co-ordinator and the dietician as the service facilitators in the diabetes care process. The 
receptionist plays an important role in access to diabetes care for the patients and the
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importance of the role of an exercise co-ordinator and dietician has already been 
demonstrated in chapter four.
Service Users:
The service users in this setting are the patients. Due to the restrictions imposed by ethical 
clearance required to interview patients, the researcher identified two patient 
representatives to be the voice of patients.
Overview of the Interview Schedule:
Table 6.1 below gives an over view of the total number of interviews conducted by the 
researcher for this case study:
Table 6.1 Interviews Conducted for the Case Study:
STAKEHOLDER NUMBER OF Subjects to be interviewed.
CATEGORY INTERVIEWS
Service Provider 2 General Practitioner 
Practice Nurse
Service Facilitator 3 Receptionist 
Exercise Co-ordinator 
Dietician
Service User 2 Patient representative I 
Patient representative II
Policy M aker 1 Policy maker
Total Number o f  Interviews 8
It is important to note here that the interviews did not have to be carried out in any 
sequence; however the researcher interviewed the Policy Maker after all the other 
subjects had been interviewed. This was to allow the researcher the flexibility to adapt the 
interview structure for the Policy Maker to include any queries that may have arisen as a 
result of the other interviews. The order in which the interviews were conducted was
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largely dependent on when the people to be interviewed could spare time for the 
researcher.
6.3.3 The Interview Design:
The aim of the case study as has been described previously was to identify the issues 
around the ethnicity of Bangladeshi patients that need to be incorporated into diabetes 
policy with a view to delivering diabetes care that is catered to the needs of this 
population. The interviews conducted within the case study needed to ask the right 
questions to obtain the answers required for the research. Several aspects of ethnicity 
have already been broadly highlighted in chapter three that need to be considered when 
forming health policy. Chapter four has further discussed the ethnic issues pertinent to 
diabetes care for British Bangladeshi people. From the information displayed in these 
two chapters the researcher identified the following topics to be the subjects for the 
interview questions:
1. Communication
2. Religion
3. Tradition
4. Professional Education
5. Patient Education
The above topics formed the main subject matter for the questions to be asked in all eight 
interviews, however as the people to be interviewed had different roles in the diabetes 
care process, the precise nature of the questions differed from person to person.
The researcher conducted semi-structured interviews, so had the questions in front of 
them during the interview. Several prompts for each question were identified beforehand 
and the researcher had these written down to aid a natural flow of discussion throughout 
the interview. The questions were of an open-ended nature to allow the respondent 
maximum flexibility in answering the question. The prompts were only used where the 
natural flow of conversation became stagnant or the respondent required clarification of 
the meaning of the question.
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In addition to the topics mentioned above the researcher also asked the interview subject 
about their overall views on current policies in regards to diabetes care for British 
Bangladeshi people. The interview concluded with a general question allowing the 
respondent to add anything they felt pertinent to the discussion.
Once the questions were designed for the interviews they were piloted amongst 
colleagues to ensure that they were understandable and that the questions were successful 
in conveying the correct meaning to the respondents.
The layout of the interview questions and the prompts decided by the researcher are given 
below:
115
I(J
2Ph
1
g
u
II
I«
g
CZ5
H
§
Plh
:z;oHH
%
Pa
u2o
H
is<5
I J
BO
III
II
f t
c S l
I
[/]
i
I
I
I
- §
I
!
?
I
o
u
'K
Î
I
I
g■l
I
PQ
q-i
01
5 b
1
I
I
I
I
o
Q
O '
I
I
Î
I
1
l l
I f
1
1
Io
c/3
(U
ë
I
1
I
I
I
O
Q
O 'I
<L)§■&
I
PP
Î
I
1
t
i
I
I
- §
I
cd
!
1Ia
'T3I
I
I
O
Q
i
II
Iê
I
0)
I
- a
I
I
I
cd
O '
c/3
i
i
■s -S
I
I
a
I
i
I
§
Ü
1
■M Î
I
• §
1I
I
I
Î
a
1
I
o
Q
% :z;o oH H< % <U w oH PQ < ÛW P h p q
c/3
IPh
VO
o
A
I
' 5 b
PQ%
I
1
â
Î
I
I
I
Iu
%
u
•■s
2PLi
I
I
I'O
«
C/3
g
%o
HH
&O'
(LioH
II
Î
15II
II
Î'5b
1
i
I
O h
Ï
I
o
u
1
tI
I
I
I
A
I
i:&a
i
I
oQ
•g
ë
f
I
I
1
.1
ll
J f
I
I
I
o
ë
1
I
I
I
I
oQ
o-
I
i
<3
§
I
f
i
I'S'
I
I
•§
1
cd
I
1I
§
1
I
i%
I
I
I
!
I
I
il
i l
if
II
1I:•a
A
.s
i
i
I
■%
I
.52%
p: po oH H H< % <U S uP H PQ < qw pH W
I
I
I
gs
O'
I:§'B
a
1
I
I
I
Û
&
A
I'5b
PQ
« + H0MT3
1
C / 3
IoPu
I
I
I
f
I
I
I•S
Iu
0
a
a
1
'S•sc/3g
c/5
H
I
Zo
HH
P
O '
Pko
H
I
IIII
I ' IIf
"S f§
II
I
I
%
Î'5b
PQ
M
1
cd
<u
2
I
!
g
I
I
f
I
I
I
.s
I
I
a
1
0
2  
cd%
2
1
%8
A
I
PQ
(W
O
I
I
tu
-§dj»Ci
> > 1Q I
I
i
1
S
I
I
o
Q
1
I
Ï
t
i
- S '
!
I
• §
I
cd
1
1
Ig
I
II
%
i
I
I
Ma
é
T )
I
(U
I
I 
§B
I
• §
I
cd
i
j
IPU
I
o
Q
i
IPU
.S
I
o
J
Ii ’
ë
1
I
I
0Ph
1
I
o
Q
O '
I■ë
' 3
UP
I
0)
P hI
m•s
Î
C / 3
I
PU
O '§
I
I
I
1
I
00
III0Ô
U
1
eua
I
-s
CZ3Î
C/5
II
zo
HH
PO'
u
CMo
H
f
I
I aII
0
g■g»
1 
•§
I
IA
I
O
sc/3
1
1'5b
PQ
up
■I
1
I
t
g
I
O
U
&
I
Î
I
§
§8
1 ■II
Ï
PQ
0Û «4H
t
o
8
1
I
s
0
1
IM
I
I
I
I
-§
8
I
II
(UUP
I
I
a
I
nd
§
o3
ii
i  I
"! % bo 
o<53 sSI
li
I'5b
PQ‘s
d>
i
II
I
I
I
I
o
Q
O'
I
<uc/3
1
§S'
I
I
g
•g
P h
t
(U
&
I
I
O
i
à
I
Ü1/3
I
(U.p
I
I
§
I
I§
%
I
'§
I
cd
%
I
0
1
. s ’a
;z; z :
O o
H b  H
< z  <
u w  u
Q < q
PQ PU PQ
-M
I
-§
.1
%
ü
t
§
I
II
%
I
I
P h
.B
I
(U
UP
1
I
I
I
I
gs
O '
i
up
a
1
ê-g
I
o
Q
I
P h
1
CQ
“S
I
P
C/3
g
§PU
î
T3
I
I
I
I
I
I.2a
aua
I
wc/3I
c/5
H
s
§
Plh
iz;
O
HH
H
c/5
P
O
PL4o
H
1
li
l l
ÎI
t È
II
i
01
!
I
•§
8
O '
I
P h
1
o 00
I
I
I
I
PQ
up
1
I
O
U
i
I
s
I
g
8OpH
I
I
I
I
o
Q
%
I
P h
Î
Î
PQ
I
I
■§
■g
!
I
§  R
}l
I
0
Î
1 
1
1
IÜ
P h
I
Î
PQ
I
I
I
I
I
1
oo .p Id
I
o
Q I
g
I
t
I
'S '
!
cd
O '
c/3
I
I
I
cS
1(U
I
Ii
.B
I
.P
1
I
'S
I
c/3
Js
ilI
I
I
KtuI
I
- §
I
%
D
1
g
(L)
I
I
P h
' S
c/3
I
u
r P
i
r P
I
i 
I
'B
g
I :
O 'I
is'B
UP
0
P h
1
I
o
Q
g'
0)
P h
I
PQ
U-H
0
1
p
I
Td
I
I
I
I
§
li
w
c/3
I
Ph I
O
(N
«
I
I£
I
i
I
I
9
1
C/3
I
CZ5
H
s
§
Ph
;z;o
NH
H
c/5
5
a
u
HH
PL4
o
H
fI
I<u
II
II
I
(U
Iu
i
I
I
IPh
1
'5b
PQ
cd
O'
I
I
a
!
f
12
I
I
Î
I
I
I
• §
I
I
<L)
( 2
I
o
Q
O 'I
1
Î
,p
I
1
I
I
p
I
I
I:
I
I
• §
I
o
Q
O '
I
1
R
I
}tu
' S '
i gII
I
Î
Ia
1
a
I
I
o
Q
I
c/3
C/3
W
. s ’a
§
" p
<u
c/3
I
0)
,p
i
I
• §
I
I
O 'CO
i
li
u
1I
I
'S
I
.2
td
I£
1
cS
I
I
O
Q
§I
I
.a
I
<u
Td
Î
i ’
§
I
I
II
§
flS
s
c /3
Io
P h
O '
i
Up
a
!
i
o
Q
!
P hI
PQ
t4-H0
1
i
I
I
I
I
a
I
I
t£
«
e
«2
I
■g
gc/3I
CZ5H
§
§
PM
iz;o
HH
Pa
Ph
o
H
Î
tu
s
Ci, tu
a 1
t as top k
o
1
II
§I
I0
1
I
I
a
uw
I
I
I
o-
I
•I
-IuPh
I
PQ
a
It+Ho
g
I
f
I
I
. p
I
I
P h
I
m%
•I
0  
t21
o
Q
§
I
tu
§s
t
}l
t+H A  O 00
s -i
a
I
ë
I
I
o
Q
I
g
i
I
I
I
t
1
s
a
a
I
i
g
i
II
Ma
g
!
(U
. p
I
■8
I
cd I
1
1
ii
II
il
ÎI
if
I III
I
I
.aI
. P
1
I
I
i
r S
i
I
0
P h
1
t
oQ
O '
II
up
I
D
P hI
CQ
I
C/3g§PU
I
I
Ig
!
I
I
_________________________________________________________________________________________________________________________________________________________________________________________________Chapter Six
The interview time and dates were determined by the researcher contacting the individual 
to be interviewed by telephone or e-mail. On initial contact the individual was assured 
that taking part in this interview was voluntary and if they chose not to, this would in no 
way reflect on their job. Where appropriate the researcher re-confirmed the schedule with 
the individual two days before the day of the interview. Before the formal interview 
started the researcher assured the individual that all information given as part of the 
interview would be treated with the utmost confidence and anonymised for the purpose of 
the research.
The interviews were recorded on audiotape. To avoid any interruption during the time of 
the interview the researcher used a blank tape for each interview so as to allow plenty of 
time to cover all questions. The tape recorder was plugged into the electricity supply to 
avoid any disruption that may have been caused by power supply from battery cells 
running out in the middle of the interview. Where this was not possible a fresh set of 
battery cells were used each time. The interview subjects were notified beforehand that 
the interview would be recorded.
6.3.4 Time Frame for Conducting the Case Study;
The time frame for conducting the case study largely depended on the ease of access to 
the interview subjects. The researcher aimed to identify and make contact with the 
primary care setting by the end of June 2002. The interviews were conducted between 
July and September 2002.
6.4 Analysis of the Case Study Data:
The interview data collected from the case study were on audio tapes. These were firstly 
transcribed by the researcher. The researcher transcribed the tapes word for word but did 
not include pauses or deliberations as part of the transcripts.
The data collected through the interviews were of a qualitative nature and thus the 
researcher carried out in-depth qualitative analysis on the interview data. The researcher
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aimed to use multiple methods of analysis to try and triangulate the findings, so as to 
establish confidence in the results.
The researcher used three methods to analyse the qualitative data of the interviews. These 
are:
1. Thematic Content Analysis
2. Inductive Sequential Analysis
3. Frequency Analysis
The aim of using three different methods was to try and draw the same conclusions firom 
each method about what the data were displaying. The way in which the researcher 
employed these methods is discussed below:
6.4.1 Thematic Content Analysis:
The researcher investigated the interview transcripts to identify emerging themes. These 
themes formed the thematic framework. The data from each interview transcript relating 
to each theme were taken and collated together under the heading of the emerging theme. 
So every emerging theme was grouped together with information relating to it from the 
individual transcripts.
The information grouped under each theme was cross-referenced to identify key concepts 
under each theme. These keys concepts were mapped around the theme. So through 
thematic content analysis of the interview data the researcher was able to identify 
emerging themes and the key concepts around these themes.
6.4.2 Inductive Sequential Analysis:
The researcher carried out the inductive sequential analysis in stages. The first stage was 
to read through the transcripts and highlight the key terms. The researcher identified the 
key terms as those terms, which were directly linked to the question asked in the 
interview.
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The next stage was to extract the phrases from the transcripts, containing these terms and 
in tabular form group them as phrase clusters against each term. This was done 
individually for all eight interview transcripts. Descriptive analysis was carried out at the 
end of grouping the phrases of each transcript to try and explain the relevance and 
importance of the key terms and phrases pertinent to that transcript.
The key terms from the eight transcripts were then taken together and grouped under 
converging themes.
The phrase clusters across the eight interviews were cross-referenced and summarised 
into key concepts. These keys concepts were mapped under each converging theme. So as 
before the researcher aimed to identify the emerging themes and the key concepts around 
these themes.
6.4.3 Frequency Analysis:
The researcher carried out a frequency analysis to investigate how many times each of the 
themes identified above occurred amongst the interview transcripts. This was a simple 
form of analysis just to give the researcher an idea of the frequency with which each 
theme occurred.
6.4.4 Analysis of the General Question:
The final question for each interview subject was a general question allowing them the 
opportunity to add anything to the discussion. The answers given to this question were 
analysed using a descriptive approach by the researcher. The researcher scrutinised the 
answers to the last question and recorded the findings in a descriptive tabular form.
Figure 6.3 below shows a flow diagram depicting the in-depth analysis of the qualitative 
data collected through the interviews.
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Figure 6.3: Qualitative Analysis of Interview Transcripts
INTERVIEW TRANSCRIPTS
i
1. Thematic Content Analysis
2. Inductive Sequential Analysis^
3. Frequency Analysis ■>
Create thematic framework using all the 
emerging themes.
Rearrange the data according to the appropriate 
part o f the thematic framework 
Map the key concepts against the various 
themes.
Underline key terms in text.
Restate the phrases containing key terms and create 
phrase clusters.
Group key terms into converging themes. 
Summarise the phrase clusters into key concepts 
within converging themes.
• Identify the frequency with which each theme 
emerges in the case study
6.5 Over all Time Frame for Data Collection and Analysis:
Table 6.2 below depicts an overall time frame for the data collection and analysis: 
Table 6.2 Overall Time Frame for Data Collection and Analysis:
TASK TIMEFRAME
Exploratory Survey October 2001- December 2001
Analysis of Survey Data Jan 2002 - March 2002
Identify and Organise Setting for Case Study April 2002 - June 2002
Case Study July 2002 -  September 2002
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6.6 Summary:
This chapter has dealt with the methodology of the data collection and data analysis 
procedures in detail. The design of the exploratory survey and case study has been 
discussed. Methods for carrying out analysis of the data collected in both the exploratory 
survey and the case study have also been detailed. The next chapter will deal with 
analysis of the data collected in the exploratory survey.
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CHAPTER SEVEN 
NATIONAL SURVEY OF DIABETES POLICY
7.0 Introduction:
This chapter will discuss the findings from the national exploratory survey carried out by 
the researcher. A brief overview of the survey will be given followed by descriptive 
analysis of the data collected through the survey. The national exploratory survey was 
conducted to explore the current policies on diabetes management and their applicability 
to minority ethnic groups and thus the data collected are presented here as descriptive 
quantitative findings without further statistical analysis.
A national exploratory survey was conducted to collect all the current policies on diabetes 
management that are in use in NHS trusts in England. The methodology and sample size 
for the survey as described in the previous chapter were chosen with the aim of providing 
confidence in the validity of the data collected. Data were collected via letters sent to 
NHS Executive Regional Offices, Health Authorities and NHS Trusts within England. 
The letters requested the authorities to send any policy documents they had in place for 
care of people with diabetes.
Letters were not sent to specialist care trusts such as mental health care NHS trusts, 
ambulance service NHS trusts etc. as it was assumed that they would refer to policies set 
by acute NHS trusts, primary care NHS trusts or specialist services for the care of people 
with diabetes. A time limit of three calendar months was set for receiving any responses. 
Responses received after this deadline were not included in the study.
The responses received were categorised into the regions from where they were sent. The 
eight regions that were covered by the survey are:
• Eastern Region
• London Region
• North West region
1 2 8
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• Northern and Yorkshire Region
• South East Region
• South West Region
• Trent Region
• West Midlands Region
The data collected from the survey are presented below by region. To aid the descriptive 
analysis of this data Table 7.1 below presents the ethnic populations of the regions 
studied.
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Chapter Seven
7.1 Rate and Nature of Responses Received:
A total of 379 letters were sent out in the first stage of the survey. 114 responses were received 
within the deadline. The number of responses received varied by region. Figure 7.1 shows the 
percentage of total responses received by each region.
Figure 7.1: Percentage of Total Responses Received by Region:
W est MicOanci
South W est
South E ast North W est
Northern and 
Y orkshire
As can be seen in Figure 7.1 the majority of the responses received came from the South East 
region followed by the North West region. Of the 114 responses received only 70 contained 
policies on care for people with diabetes. Figure 7.2 below shows the percentage of total 
policy documents received from each region.
Figure 7.2: Percentage of Total Policy Documents Received by Region:
W est Midlands 10%
South W est 11%
13%
Londonio%
South E ast 17%
North W est 14%
Northern and Yorkshire 18%
As can be seen in figure 7.2 the majority of the policy documents were received from the 
Northern & Yorkshire region followed by the South East region.
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The 44 responses that did not contain policy documents on diabetes management and care gave 
various reasons for not sending the documents requested. Table 7.2 below, shows the various 
reasons given by these respondents. In the case of responses where the matter had been passed 
onto relevant people, (in the majority of the cases the diabetes specialist nurse) no further 
response was received within the time limit set for receiving data.
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7.2 Dissemination of Information Contained Within the Policy Documents:
The policy documents received were examined and the information was recorded in detail in 
the form of a database. There was much variation in content between the policy documents 
with regard to the specific aspects of diabetes care that they described and focused on. The 
information recorded in Table 7.3 below shows the number of policy documents that focused 
on each aspect of diabetes care and management, by region.
Table 7.3: Number of Policy Documents by Region that Focused on Specific Aspects of 
Diabetes Care and Management:
Eastern London North
W est
Northern & 
Yorkshire
South
East
South
W est
Trent W est
Midlands
Total Responses Received 17 14 18 15 23 12 7 8
Total Guidelines Sent 9 7 10 12 12 8 5 7
Criteria for Diagnosing Diabetes 
Mellitus
2 1 8 6 5 4 2 5
Index of High Risk Patient Groups 1 2 3 4 4 2 1 2
Diabetes Register 2 0 5 2 3 1 3 2
Prevalence and Incidence 2 0 3 2 3 0 1 0
Patient Education 3 3 7 9 6 4 2 3
Professional Education 2 1 3 4 3 2 1 1
Diabetes UK Info 2 0 5 2 2 1 1 2
Self Monitoring Techniques 3 2 5 7 4 5 3 5
Management Targets 3 2 6 4 6 3 1 3
Gestational Diabetes 2 1 7 6 7 3 2 2
Guidelines Specific to Ethnic 
Minorities
0 0 1 0 0 0 0 0
Patient Specific Care 0 0 3 1 2 0 2 0
Elderiy 1 0 3 0 2 0 2 0
Children 2 0 4 1 6 1 1 1
Homecare/Community Services 0 1 4 1 1 0 2 2
Contraception Advice 0 1 4 3 4 1 2 3
Other Bodies 0 0 1 0 0 0 0 0
Diet 4 2 8 9 6 5 4 5
Exercise 2 2 2 2 2 2 2 2
Smoking/Alcohol 3 1 6 7 3 2 1 5
Footcare 5 0 9 8 8 8 3 5
Impotence 2 1 5 3 2 2 2 3
Drug Therapy 1 2 8 2 8 3 1 5
Insulin Therapy 3 3 7 10 8 6 1 5
Glycaemic Control 3 3 4 8 9 3 2 5
HONK 0 1 1 2 0 2 1 1
DKA 1 2 2 3 3 4 1 1
Guidelines on Referral 2 2 5 5 6 2 3 1
Surgery 2 2 2 4 5 5 1 1
Periodic Review 0 0 2 5 1 0 0 2
Physiological Investigations 6 1 9 8 8 5 2 6
Retinal Screening 4 2 8 8 8 5 3 4
Hypertension/BP 2 2 8 7 5 2 1 4
Cardiac 2 1 5 3 3 3 2 3
Complications 4 2 8 8 6 3 3 4
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Not all of the policy documents received contained criteria for diagnosing Diabetes Mellitus. 
Graph 7.1 below shows the number of policy documents received by region that detailed 
criteria for diagnosing Diabetes Mellitus.
Graph 7.1: Percentage of Policy Documents Detailing Criteria for Diagnosing Diabetes 
Mellitus:
90
80
70
GO
50
4 0
30
20
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The risk of developing diabetes is higher in some people compared to others. This is often 
dependent on their lifestyle, physical condition, genetic make-up etc. Thus some care providers 
have an index of high-risk patient groups. Graph 7.2 shows the number of policy documents by 
region that included an index for high-risk patient groups.
Graph 7.2: Percentage of Policy Documents Containing an Index for High-Risk Patient 
Groups:
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W e s t  a n d
Y o rk s h ire
S o u th  E a s t S o u th
W e s t M idlands
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Some health care organisations compile a register of all patients with diabetes, within their 
total patient population. Graph 7.3 shows the percentage of policy documents by region that 
contained provisions for a diabetes register.
Graph 7.3: Percentage of Policy Documents by Region that Detailed Provisions for a 
Diabetes Register:
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As can be seen in graph 7.3 the percentage of policy documents containing diabetes registers 
did not vary greatly from region to region apart from in the London region.
Some of the policy documents received contained figures detailing the prevalence and 
incidence of diabetes mellitus within their patient population. Graph 7.4 depicts the percentage 
of policy documents that commented on the prevalence and incidence of diabetes within their 
region.
Graph 7.4: Percentage of Policy Documents by Region that Detailed the Prevalence and 
Incidence of Diabetes Mellitus:
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As can be seen from graph 7.4, none of the policy documents received from London, South 
West and West Midlands region detailed any information on the prevalence and incidence of 
diabetes within their respective regions.
Patient education is a key issue in the management and care of diabetes. More and more 
emphasis is being put on the importance of self-management of the condition. Graph 7.5 shows 
the percentage of policy documents by region that contained any information on provisions for 
patient education.
Graph 7.5: Percentage of Policy Documents having Provision for Patient Education:
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As can be seen from graph 7.5 the policy documents from the Northern & Yorkshire region 
and the North West region showed a greater importance for the need of patient education 
compared to the other regions.
Along with the need for patient education there is also a need for on going professional 
education for the provision of efficient care for people with diabetes. Graph 7.6 shows the 
percentage of policy documents by region that emphasised the need for professional education.
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Graph 7.6: Percentage of Policy Documents by Region Emphasising the Need for 
Professional Education:
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Some of the documents received contained information produced by Diabetes UK. The 
number of such policy documents varied by region as is shown in graph 7.7.
Graph 7.7: Percentage of Policy Documents by Region that Contained Information 
Produced by Diabetes UK:
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As can be seen in graph 7.7, quite a few of the policy documents sent from the North West 
region contained information produced by Diabetes UK.
Evidence suggests that self-monitoring, is the best way to control and treat diabetes mellitus. 
To encourage this practice, some of the policy documents detailed ways of self-monitoring the 
condition. Graph 7.8 shows the percentage of policy documents by region that detailed any 
self-monitoring techniques.
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Graph 7.8: Percentage of Policy Documents Detailing Self Monitoring Techniques for 
Diabetes:
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As can be seen in graph 7.8, a higher number of policy documents from the West Midlands 
region contained advice on self-monitoring techniques compared to the other regions.
Some of the policy documents received contained a list of physiological measures such as 
blood-glucose level, blood pressure, etc. which were set by care providers to act as target 
guidelines for patients when self-monitoring their diabetes. Graph 7.9 shows the percentage of 
policy documents by region that contained any management targets for people with diabetes.
Graph 7.9: Percentage of Policy Documents by Region Containing Management Targets 
for Self-Management of Diabetes:
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As can be seen from graph 7.9, the North West region sent the highest percentage of policy 
documents that contained management targets for diabetes.
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Some women develop diabetes when they become pregnant and this type of diabetes is known 
as gestational diabetes. Of the policy documents some had information on care for women with 
gestational diabetes as is shown in graph 7.10.
Graph 7.10: Percentage of Policy Documents Containing Advice on Care for Gestational 
Diabetes:
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In the UK there is a high prevalence of diabetes mellitus within the ethnic minority 
populations. Of the policy documents received only 1 had any diabetes care information 
specific to ethnic minorities.
Graph 7.11: Percentage of Policy Documents that Contained Information on Diabetes 
Care Specific to Ethnic Minorities:
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The only policy document that contained any diabetes care information specific to ethnic 
minorities was sent from the North West region.
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Effective diabetes care sometimes depends on adapting the care regime advised to the patient’s 
lifestyle. Diabetes care needs to be specific to the individual patient if it is to be effective. 
Some of the policy documents received acknowledged this need for patient specific care as is 
shown in graph 7.12.
Graph 7.12: Percentage of Policy Documents that Advised on Patient Specific Care:
«a?
I - . . . . . .
Midlands
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As can be seen in graph 7.12, policy documents received from the Eastern, London, South 
West and West Midlands region did not emphasise the need for patient specific care.
Not all of the policy documents received contained advice on care for elderly people with 
diabetes as is shown in graph 7.13.
Graph 7.13: Percentage of Policy Documents Containing Advice on Care for Elderly 
People with Diabetes:
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As can be seen from graph 7.13 none of the policy documents sent from the London, Northern 
& Yorkshire, South West and West Midlands region contained information on care for elderly 
people with diabetes.
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Some of the policy documents received contained advice on care for children with diabetes as 
is shown in graph 7.14.
Graph 7.14: Percentage of Policy Documents Containing Advice on Care for Children 
With Diabetes:
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As can be seen in graph 7.14 none of the policy documents received from the London region 
had any advice on care for children with diabetes whereas 50% of the policy documents 
received from the South East region contained such information.
Some of the policy documents received contained information on home care and community 
care services for people with diabetes. The percentage of policy documents by region is shown 
in graph 7.15.
Graph 7.15: Percentage of Policy Documents Containing Information on Home Care and 
Community care Services:
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As can be seen in graph 7.15, none of the policy documents sent from the Eastern region and 
the South West region contained any information on home care and community care services 
for people with diabetes.
People with diabetes can require specialised advice on contraception and not all of the policy 
documents received contained advice on contraception as can be seen in graph 7.16.
Graph 7.16: Percentage of Policy Documents Containing Advice on Contraception:
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As can be seen from graph 7.16 policy documents received from the Eastern region did not 
contain any advice on contraception whereas over 42% of the policy documents received from 
the West Midlands region did contain advice on contraception.
Some of the policy documents received from the North West region included policies and care 
guidelines set down by organisations other than Diabetes UK, such as the International Society 
for Paediatric and Adolescent Diabetes, British Hypertension Society Guidelines, etc. Graph 
7.17 depicts the percentage of policy that contained such information.
Graph 7.17: Percentage of Policy Documents Containing Care Information Produced by 
Other Organisations:
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The nature of the diet prescribed plays an integral part in the care of diabetes. The majority of 
the guidelines received contained advice on diet. Graph 7.18 shows the percentage of policy 
documents that contained advice on diet.
Graph 7.18: Percentage of Policy Documents Containing Advice on Diet:
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As can be seen from graph 7.18, 80% of the policy documents received from the North West 
region and the Trent region contained advice on diet compared to only 28.57% from the 
London region.
Along with diet, exercise also plays an integral part of diabetes management and care. Graph 
7.19 depicts the percentage of policy documents that contained any advice on exercise as part 
of the care regime for diabetes.
Graph 7.19: Percentage of Policy Documents Containing Advice on Exercise:
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People with diabetes require special advice on smoking habits and alcohol consumption. Some 
of the policy documents contained advice on tobacco smoking and alcohol consumption as is 
shown in graph 7.20.
Graph 7.20: Percentage of Policy Documents Containing Advice on Smoking and Alcohol 
Consumption:
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The majority of the policy documents received from the West Midlands region contained 
advice on smoking and alcohol consumption compared to only 14.29% from the London 
region.
People with diabetes are more susceptible to foot problems compared to people who don’t have 
diabetes. As is shown in graph 7.21, some of the policy documents received contained advice 
for patients on how to look after their feet and avoid any complications.
Graph 7.21: Percentage of Policy Documents Containing Advice on Foot care:
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Impotence can often be a complication caused by diabetes. Some of the policy documents 
received contained advice for patients experiencing erectyle dysfunctions.
Graph 7.22: Percentage of Policy Documents Containing Advice on Impotence:
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As can be seen in graph 7.22 every region sent some policy documents that contained advice 
on impotence with the majority percentage being sent from the North West region.
People with diabetes are often prescribed drugs to control their condition. The percentage of 
policy documents received that contained information on drug therapy is depicted in graph 
7.23.
Graph 7.23: Percentage of Policy Documents Containing Information on Drug Therapy 
for People with Diabetes:
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As can be seen from graph 7.23 all of the policy documents received from the West Midlands 
region contained advice on drug therapy compared to only 11.11 % from the Eastern region 
containing such information.
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People with diabetes may sometimes need to have Insulin administered to help control their 
diabetes. Graph 7.24 shows the percentage of policy documents by region that contained 
information on Insulin therapy.
Graph 7.24: Percentage of Policy Documents that Contained Information on Insulin 
Therapy:
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As can be seen from graph 7.24, the majority of the policy documents received from the 
Northern & Yorkshire region contained information on Insulin therapy.
Some of the policy documents contained advice for patients on how to manage their condition 
if they became hypoglycaemic or hyperglycaemic. Graph 7.25 shows the percentage of policy 
documents that contained advice on glycaemic control for patients.
Graph 7.25: Percentage of Policy Documents Containing Advice on Glycaemic Control:
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Some of the policy documents sent contained information on the management of Hyperosmolar 
Non-ketonic Hyperglycaemia (HONK) as is shown in graph 7.27.
Graph 7.26: Percentage of Policy Documents that Contained Information on the 
Management of Hyperosmolar Non-ketonic Hyperglycaemia (HONK):
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As can be seen in graph 7.26 none of the policy documents sent from The Eastern and South 
East regions had any information on the management of HONK.
Some of the policy documents received had information on the management of Diabetic Keto- 
Acidosis (DKA) as is depicted in graph 7.27.
Graph 7.27: Percentage of Policy Documents Containing Information on the 
Management of Diabetic Keto-Acidosis (DKA):
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When complications arise people with diabetes often need to be referred to specialist services. 
Some policy documents received contained criteria for referral as is shown in graph 7.28.
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Graph 7.28: Percentage of Policy Documents Containing Criteria for Referral:
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Some of the policy documents received contained infonnation on pre-operative and post­
operative care for people with diabetes. Graph 7.29 shows the percentage of policy documents 
that contained any information on care for people with diabetes before, during and after 
surgery.
Graph 7.29: Percentage of Policy Documents Containing Information on Care for People 
with Diabetes Before, During and After Surgery:
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Some of the policy documents received detailed a system where the diabetes care for any given 
patient would be reviewed periodically, in some cases quarterly or in some cases annually. This 
is shown in graph 7.30.
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Graph 7.30: Percentage of Policy Documents Containing a System of Periodic Review of 
the Diabetes Care Provided:
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As can be seen from graph 7.30 the Eastern, London, South West and Trent regions did not 
have any policy documents that had provisions for periodic review of diabetes care.
The majority of the policy documents received had information on periodically conducting 
physiological investigations for people with diabetes as is shown in graph 7.31.
Graph 7.31: Percentage of Policy Documents Containing Information on Conducting 
Physiological Investigations for People with Diabetes:
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People with diabetes are more susceptible to eye problems compared to people who do not 
have diabetes. Hence periodic retinal screening for people with diabetes is recommended. 
Some policy documents advised on retinal screening as is shown in graph 7.32.
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Graph 7.32: Percentage of Policy Documents that Advised on Retinal Screening:
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As can be seen from graph 7.32 the majority of the policy documents received advised on 
retinal screening.
Some of the policy documents received contained information on hypertension and the control 
of blood pressure for people with diabetes. This is shown in graph 7.33.
Graph 7.33: Percentage of Policy Documents Containing Information on the Control of 
Hypertension for people with Diabetes:
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As can be seen from graph 7.33 the majority of policy documents received from the North 
West region contained information on hypertension control for people with diabetes.
Some of the policy documents received contained information on management of cardiac 
problems for people with diabetes as is shown in graph 7.34.
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Graph 7.34: Percentage of Policy Documents that Contained Advice on the Management 
of Cardiac Problems:
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As can be seen from graph 7.34, 50% of the policy documents received from the North West 
region contained advice on the management of Cardiac Problems in people with diabetes, 
compared to only 14.28% of documents from the London region.
7.3 Summary:
The data collected through the exploratory survey showed that there was great variation in the 
content of diabetes care policies between the eight different regions. Different regions placed 
varying emphasis on the different aspects of diabetes care.
The findings displayed that in all regions of England there was a great lack of diabetes policies 
that were geared towards the care of people from ethnic minority groups. It has been 
demonstrated in chapter three that a large proportion of ethnic minority people who are 
susceptible to diabetes reside in the London region. Despite this, the findings from the survey 
showed that there were no diabetes care policies for people from ethnic minority groups in the 
London region, where the need for such policies is greater compared to other parts of the 
country.
The following chapter will deal with the analysis of the case study data. The aim of the case 
study was to identify the issues of ethnicity around Bangladeshi people residing in the UK that 
need to be incorporated into diabetes policies.
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CHAPTER EIGHT
AN IDENTIFICATION OF ETHNIC ISSUES IN DIABETES
CARE
8.0 Introduction:
This chapter will present the findings from the case study conducted by the researcher. A 
description of the number and nature of interview transcripts will be given. The chapter 
will then follow on to show how the interview data was analysed using the following 
three methods:
• Thematic Content Analysis
• Inductive Sequential Analysis
• Frequency Analysis
The findings from the analysis of the data using the above techniques will be presented.
The interviews carried out by the researcher were conducted at a health centre situated in 
East London which was recognised as a centre for excellence in primary care. At the time 
of conducting the interviews the total population for the Borough where the health centre 
was situated was 196,000 and the ethnic population distribution is given in Table 8.1 
below:
Table 8.1 Distribution of Ethnic Populations in the Borough:
White Black
Caribbean
Back
African
Black
Other
Indian Pakistani Bangladeshi Chinese Other
Asian
Other
59.3% 3.6% 3.0% 1.6% 1.0% 0.9% 27.0% 1.3% 1.2% 1.8%
The 1991 census indicated that the Borough had the third highest proportion of minority 
ethnic communities in England and Wales and over a quarter of the population was 
Bangladeshi.
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The total number of patients covered by the health centre where the case study was 
conducted was 4383 of which 40% were Bangladeshi. Compared to the national average, 
the incidence of diabetes was very high amongst the patient population of this health 
centre. 4.9% of the total patient population registered at this health centre suffered from 
diabetes; both type I and type II. The prevalence of type II diabetes within these patients 
is described in the table below.
Table 8.2 Prevalence of Type II Diabetes in the Health Centre:
Total Number of Patients with Type 11 diabetes. 207
Number o f  Female Patients 99
Number o f  Male Patients 108
Total Number of Patients with Type 11 diabetes who are Bangladeshi. 105
Source: Numbers provided by the health centre staff (2002)
There were also 10 patients with Type I diabetes registered at this health centre of which 
2 were of Bangladeshi origin. The numbers of health care professionals providing care to 
the patients of this centre are described in the table below.
Table 8.3 Health Care Professionals Working at the Health Care Centre:
Health Care Professional Total No. Male Female
General Practitioners 9 3 6
Nurses 3 - 3
Exercise Co-ordinator 1 - 1
Dietician 1 - 1
8.1 Brief Description of Interview Transcripts:
People who have an interest or ‘stake’ in the diabetes care process were divided into 
stakeholder categories for the purpose of this study. Four stakeholder categories were 
identified and these are depicted in the diagram below:
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Figure 8.1: Stakeholder Categories
Policy Makers
Service
Providers Service Facilitator
Service Users
Eight in-depth interviews were conducted within the four stakeholder categories and 
recorded on audiotape. The researcher then transcribed these interviews [An example of a 
transcript is given in Appendix II]. The table below displays the number of interviews 
within each category and for the purpose of the data analysis assigns a code to each 
interview conducted. For the data analysis the individual interview transcripts will be 
referred to by the code.
Table 8.4: Interviews Carried Out
Stakeholder Category Subject Number of Interviews 
Conducted
Interview Transcript 
Code
Service Provider General
Practitioner
1 Interview SP-1
Practice Nurse 1 Interview SP-2
Service Facilitator Receptionist 1 Interview SF-I
Exercise
Co-ordinator
1 Interview SF-2
Dietician 1 Interview SF-3
Service User Patient
Representative
1 Interview SU-1
Patient
Representative
1 Interview SU-2
Policy Maker Policy Maker 1 Interview PM
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This chapter will now go on to discuss how the interview data were analysed using the 
methods mentioned earlier in this chapter. The process in which the interview transcripts 
were analysed will be detailed with a description of how the findings from the analysis 
were established.
8.2 Thematic Content Analysis:
The transcripts were firstly analysed using a thematic content analysis approach. The 
content of the transcripts were scrutinised by the researcher and the emerging themes 
across the eight transcripts were identified. These form the basis of the thematic 
framework as shown below.
8.2.1 Thematic Framework:
The following themes communication, tradition, religion, professional education and 
patient education emerged from analysing the contents of the interview transcripts. The 
thematic framework based on these themes is depicted below:
Figure 8.2: Themes Emerging from Interview Transcripts
Religion
Policy
Tradition
Communication
Professional
Education
Patient
Education
8.2.2 Matching the Data to the Themes:
The researcher then identified the information relating to each emerging theme from the 
interview transcripts. This information is displayed below under each emerging theme.
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Chapter Eight
8.2.3 Mapping the Various Concepts Against the Themes:
The information matched to each emerging theme was then cross-referenced between the 
eight interview transcripts and key concepts around each theme were identified. These 
key concepts are mapped below.
Figure 8.3: Map of the Emerging Concepts Around Communication.
COMMUNICATION
High Levels o f  illiteracy 
exist amongst Bangladeshi 
patients.
A dvice given needs to be brought down 
to a level understandable to the patient.
Patients are often 
unaware o f  the 
availability o f  
interpreting and health 
advocacy services.
Lack o f  interpreting services. 
Lack o f  funding to train 
interpreters.
When relying on a third person to 
interpret, it is hard to develop a sense o f  
trust between care provider and patient.
Patients are often reluctant 
to be open about their 
illness in front o f  an 
interpreter or health 
advocate.
be familiar with the patient’s 
religion and traditions.
There is a lack o f  health advocacy  
services. Health Advocate needs to
Visual aids such as colour 
coded charts and events 
such as ‘Diabetes Fairs” 
and “Stoiy-Telling  
Sessions” are a good way  
o f  communicating.
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Figure 8.4: Map of the Emerging Concepts Around Religion.
RELIGION
There is a great need for policies 
around Ramadan and how fasting 
may affect the body.
Current policies around diabetes care do not take into 
account the religion o f  British Bangladeshi people.
Drug therapy needs to be 
sensitive to religious 
constraints. For example 
dosage needs to be 
adjusted in accordance 
to fasting practices.
A dvice given to 
Bangladeshi patients by 
care providers around the 
issues o f  diet need to take 
in to account religious 
constraints, for example 
the meat consumed needs 
to be ‘Halal.’
Formal Polices are not available for 
care providers around religion. M ost 
information is picked up from 
patients and som etim es this can lead 
to inconsistencies around what is 
truly allowed and what is not.
Advice given to Bangladeshi patients 
about exercise needs to be sensitive to 
religious constraints. For exam ple 
according to Islam wom en need to  
cover them selves, so advising on 
swim m ing as a form o f  exercise in a 
m ulti-sex environment would be 
inappropriate.
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Figure 8.5: Map of the Emerging Concepts Around Tradition.
TRADITION
Awareness o f  the Bangladeshi traditions needs to 
be raised within the Health Care Sector
Female GPs and Fem ale 
nurses are often a way  
forward in overcom ing  
traditional barriers.
to take into account the 
patients traditions then 
it is useless.
If the package o f  care 
delivered is not catered
Learning resources need to be 
adapted to the patient’s cultural 
needs, for exam ple wom en - only  
exercise sessions.
Care provided and advice 
given by health care 
providers needs to be 
sensitive to the patient’s 
traditional background in 
order to be effective.
Without an understanding o f  
the patient’s traditions it is 
im possible to try and advise on 
habits that are driven by 
tradition, which may be 
contributing towards the 
patient’s illness.
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Figure 8.6: Map of the Emerging Concepts Around Professional Education.
PROFESSIONAL
EDUCATION
A  rolling programme o f  
education for new health 
care professionals 
com ing into areas with 
large ethnic populations 
is required.
A  sense o f  trust develops 
between the patient and the 
care provider when the 
patient believes that the 
care provider understands 
and respects their religious 
and traditional practices.
W orkshops and tools such as 
information packs are a good w ay o f  
helping health care providers to gain 
an understanding o f  the Bangladeshi 
people’s background and lifestyle 
practices.
In order to provide good  
care health care 
professionals should have 
an understanding o f  their 
patient’s background; 
their religious and 
traditional beliefs and 
practices.
It is essential to have professional education 
facilities in place in areas where large 
populations o f  people from minority ethnic 
groups reside, in order to raise religious and 
traditional awareness amongst health care 
staff.
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Figure 8.7: Map of the Emerging Concepts Around Patient Education.
PATIENT
EDUCATION
Patient education is required to raise 
awareness around health issues amongst 
British Bangladeshi people.
Health Education for patients 
needs to start at an early stage and 
be geared towards the fam ily and 
society as a w hole rather than the 
individual as a patient.
Health education endorsed by religious leaders may help clear 
away inconsistencies in beliefs around certain religious practices 
and how they may be affected by prescribed treatment.
English classes 
specifically geared at 
explaining medical terms 
used by health care 
professionals and things 
like prescriptions and 
labels on m edicine bottles 
can be beneficial.
High levels o f  illiteracy 
exist amongst British 
Bangladeshi people, so 
hands-on approaches 
such as diabetes fairs and 
group discussions are an 
effective way o f  
promoting health 
education.
Bangladeshi patients need to be 
educated about healthy living  
practices. This w ill em power them  
and help them live healthy lives 
keeping within their own religious 
and traditional boundaries.
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Figure 8.8 : Map of the Emerging Concepts Around Policies.
POLICIES
The current policies on diabetes care 
do not reflect the needs o f  ethnic 
minority people.
Local guidelines on diabetes care aim to reflect the needs o f  local 
communities but diabetes care policies at a national level do not 
account for ethnic minority groups.
Tools such as dietary advice sheets 
and meal planners are aimed at the 
general white population and not at 
the British Bangladeshi population  
where dietary habits differ 
immensely.
There are not enough health care 
professionals qualified to m eet the 
needs o f  ethnic minority people. 
More funding needs to be 
allocated to train health care 
providers.
The current policies on 
diabetes care do not 
incorporate a system o f  
constant monitoring o f  
diabetes patients. Periodic 
reviews are essential in 
encouraging Bangladeshi 
patients to keep a check on 
their diabetes.
The current policies on 
diabetes care do not show  
a commitment to 
addressing health 
problems at a root level. 
In order to provide 
effective care current 
policies need to be 
stripped down to the 
basics and start again.
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8.3 Inductive Sequential Analysis:
The interview transcripts were also analysed using a “grounded approach” and “inductive 
coding.” Here the researcher utilises the grounded approach through the process of 
working from the ground upwards, in this case by identifying the themes as they emerge 
from the interview transcripts from start to finish (Pope and Mays, 2000). The researcher 
uses the term inductive coding to refer to the process by which the key terms are derived 
inductively that is obtained gradually from the data (Pope and Mays, 2000). These key 
terms are then stated as the codes. The sequential stages of this analysis are described 
below.
8.3.1 Identifying the Key Terms and Creating Clusters
The key terms in the interview transcripts were identified as those words, which were 
directly linked to the question, asked by the researcher. The interview transcripts were 
analysed by the researcher and the key terms underlined. The key phrases from the 
transcripts containing the identified key terms are given below creating clusters of 
phrases.
Table 8.11 below describes the key terms identified from the transcripts of the interview 
conducted with the General Practitioner. The key terms identified and displayed in the left 
hand column are the words that re-occur frequently in response to the questions asked by 
the researcher. The right hand column contains the quotes, taken directly from the 
transcripts that contain the key terms.
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Chapter Eight
Analysis of the Key Terms and Phrase Clusters Identified in Interview SP-1:
Interview SP-1 is the interview carried out with the General Practitioner. An overview is 
given below of the key terms identified in this interview and how they are important from 
the perspective of the General Practitioner.
In order to provide the best care for diabetes in Bangladeshi people General Practitioners 
(GP) need to be sure that the care they are providing is understood and interpreted in the 
correct way by the patients. The language barrier is a huge problem when providing care 
for Bangladeshi patients with diabetes. Interpreting services are available but in no way 
are they enough to meet the demands of the British Bangladeshi population in terms of 
size. Also having an interpreter present during consultations can hinder the development 
of a sense of trust between the patient and carer. The language barrier and lack of 
interpreting services can create great inequalities in access to care for British Bangladeshi 
people with diabetes.
GPs need to be aware that the majority of Bangladeshi patients are Muslim and thus the 
care provided needs to be sensitive to the teachings of Islam. Within religion, especially 
important for diabetes patients, are the issues around Ramadan and fasting. The GP’s 
need to be aware of religious practices and constraints when prescribing care and need to 
account for how the body will be affected by fasting.
GPs need to be aware of the traditions and culture of the Bangladeshi people. Diet and 
Exercise play an important role in diabetes management (see section 4.1.2) and both these 
elements of diabetes management are strongly influenced by tradition. The GP needs to 
be aware of these traditions when prescribing care around diet and exercise. Due to the 
nature of the Bangladeshi tradition, in some cases a female practitioner may be preferred 
to a male GP. If possible in such cases if the patients wishes of seeing a female GP can be 
accommodated then the care provided will seem more sensitive to the patient’s traditional 
background.
Information around the religious and traditional beliefs and practices of Bangladeshi 
people needs to be made available to the GPs so that they can provide the best care 
possible. This can be in the form of books, leaflets or even professional education classes.
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There is also a need for educating the patient about their condition and how to manage it, 
as self-management plays a vital role in diabetes care. GPs need to be aware of the low 
levels of literacy amongst the elderly Bangladeshi population so as to be able to give 
advice in such a way that is understandable to the patient. This can be done through visual 
aids and colour coded charts for blood glucose control.
Guidelines and policies that are provided to GPs around diabetes care need to reflect the
needs of the Bangladeshi population. The guidelines needs to account for religious and 
traditional beliefs and practices in order for them to be relevant to the GP’s when they are
providing care for Bangladeshi people with diabetes.
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Chapter Eight
Analysis of the Key Terms and Phrase Clusters Identified in Interview SP-2:
Interview SP-2 was carried out with the Practice Nurse. An overview is given below of 
the key terms identified in this interview and how they are important from the perspective 
of the Practice Nurse.
Communication is a huge problem when treating British Bangladeshi people with 
diabetes. Due to the language barriers it is often hard to be sure that the care advice is 
being communicated properly. There is a big lack of adequate interpreting and health 
advocacy services. Quite often the patient’s relatives, other staff or staff from other 
departments are relied on for interpreting during consultations, which is less than 
adequate and does not allow for a rapport to form between the nurse and the patient.
It is very important to take into account religious constraints when providing care. Events 
such as flu jab clinics need to be organised avoiding Ramadan when invasive procedures 
are forbidden.
It is important for the patient to feel confident in their healthcare professional and to feel 
that the care given is taking into account their whole background. Exercise and diet are 
two elements of diabetes care that are strongly influenced by tradition, so the care 
provided needs to account for traditional beliefs and practices.
There needs to be a system of informing the healthcare professional about the background 
of Bangladeshi people, be that through literature, general classes or seminars. Also 
patients need to be made aware of their condition and how to manage it and this can be 
best done through hands-on-approaches such as diabetes fairs and story telling sessions.
The policies set at a national level on diabetes care need to account for the needs of 
British Bangladeshi people.
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Chapter Eight
Analysis of the Key Terms and Phrase Clusters Identified in Interview SF-1:
Interview SF-1 was carried out with the Receptionist. An overview is given below of the 
key terms identified in this interview and how they are important from the perspective of 
the Receptionist.
Having Bangladeshi people work as receptionists makes it easier for Bangladeshi patients 
to book appointments. Due to the lack of interpreting services other members of staff like 
the receptionists who are Bangladeshi are called on to interpret during consultations. This 
results in their own work suffering and quite often front desks being left unattended.
Appointments can be booked to accommodate for religious practices such as prayer times 
but the patients are advised to see a doctor straight away if it is important, regardless of 
prayer times.
The diet of the Bangladeshi people is strongly influenced by tradition. Events such as 
diabetes fairs are a good way of communicating information on diet across to the patient. 
It shows them ways of keeping within their traditional dietary practices but in an 
alternative healthy manner.
Classes to raise awareness around healthy lifestyles are particularly beneficial for 
Bangladeshi patients.
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____________________________________________________________________________________________________________________________________________________________________________________________Chapter Eight
Analysis of the Key Terms and Phrase Clusters Identified in Interview SF-2:
Interview SF-2 was carried out with the Exercise Co-ordinator. An overview is given 
below of the key terms identified in this interview and how they are important from the 
perspective of the Exercise Co-ordinator.
It is important to ensure the correct advice on exercise is being provided to the patients 
with diabetes as exercise does play an important role in self management of the condition 
(See Chapter Three). Where needed translators should be used and learning resources 
adapted to the individuals needs with lots of diagrams and pictures. One-to-one 
consultations are important in preparing an exercise regime that is suitable to the 
individual and accounts for all the religious and traditional beliefs held by the patient. 
More resources need be translated into the patient’s native language.
Exercise sessions need to accommodate the traditional beliefs of the Bangladeshi patient 
in order to encourage them to attend. Female-only exercise sessions are a good way of 
encouraging the elderly female population to attend.
It is important to try and encourage the patient to learn more about their dietary needs and 
then relay this information to their family and community. This will help promote a 
healthy lifestyle practice across the Bangladeshi community as a whole.
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____________________________________________________________________________________________________________________________________________________________________________________________Chapter Eight
Analysis of the Key Terms and Phrase Clusters Identified in Interview SF-3:
Interview SF-3 was carried out with the Dietician. An overview is given below of the key 
terms identified in this interview and how they are important from the perspective of the 
Dietician.
Interpreting services and health advocacy services play a big role in providing care for 
British Bangladeshi people with diabetes, however the current level of these services 
available are less than adequate to deal with the size of the current Bangladeshi 
population. A lot of information can often be lost when using an interpreter. A big 
problem is the levels of illiteracy amongst the Bangladeshi population residing in the UK.
Dietary advice given needs to be sensitive to the Bangladeshi patient’s religious 
constraints. Healthcare professionals need to be made aware of the religious and 
traditional beliefs held by the Bangladeshi people. This can be done through workshops 
where the aim is to raise cultural awareness around the Bangladeshi people. Issues around 
prayer times and fasting need to be included as part of these workshops.
Dietary sheets need to be orientated towards the Bangladeshi diet and provide information 
on a typical day’s diet as well food that maybe eaten occasionally. Information needs to 
be included on where to buy food and how to store it and then prepare it.
The level of awareness around a healthy diet needs to be raised within the population and 
this information needs to be aimed at the population as a whole rather than the individual 
patient.
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Chapter Eight
Analysis of the Key Terms and Phrase Clusters Identified in Interview SU-1:
Interview SU-1 was carried out with the first patient representative. An overview is given 
below of the key terms identified in this interview and how they are important from the 
perspective of patient representative.
In the absence of interpreters, communication becomes a huge issue for the patient. 
Interpreters who have the same background as the patient are more useful as they 
understand the patient’s culture and religion.
Raising the healthcare professional’s awareness around the Bangladeshi traditions and 
religious practices is important in order for the patient to receive care that is adapted to 
their needs. Advice and care around diet and exercise needs to be sensitive to traditional 
restraints and practices. Exercise regimes needs to be designed to fit around the patient’s 
lifestyle. Dietary advice needs to accommodate traditional dishes but prepared in a 
healthy way.
Religion is an important issue that needs to be taken into account when providing care for 
Bangladeshi people. Care provided needs to respect religious practices such as fasting and 
prayer times.
Patient education also needs to form a part of diabetes care. Events such as diabetes fairs 
are a good way of educating patients about healthy diets and lifestyle practices. Educating 
the patient about their condition empowers them to take control and manage their own 
diabetes. Health care professionals also need a system of education in place to ensure 
levels of awareness around traditional and religious issues are raised.
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Chapter Eight
Analysis of the Key Terms and Phrase Clusters Identified in Interview SU-2
Interview SU-2 was carried out with the second patient representative. An overview is 
given below of the key terms identified in this interview and how they are important from 
the perspective of the patient representative.
There is a great need for interpreters, particularly for interpreters who speak the Bengali 
dialect of Sylheti as the majority of the Bangladeshi people residing in the UK are from 
the Sylhet province.
Tradition plays an important role in shaping the lifestyle of the Bangladeshi patient, 
which in turn has a big impact on how their diabetes is managed. Exercise plays an 
important role in diabetes management and thus information and advice on exercise needs 
to be sensitive to traditional restraints. Single-sex exercise sessions and exercise regimes 
that do not require non-traditional clothing are good ways of providing advice on exercise 
that is sensitive to the Bangladeshi patient’s background.
Religion also plays an important role in the Bangladeshi patient’s lifestyle. Treatment 
regimes, such as dosage of medication needs be adapted to religious practices such as 
fasting during the month of Ramadan.
Education, both for the patient and the healthcare professional are important in diabetes 
care. The patient needs to be educated in how to manage their condition, keeping within 
the boundaries of their chosen lifestyle practices. Healthcare professionals need to be 
informed of the patients background in order to provide care that is sensitive to their 
needs.
Guidelines and policies set at a national level around diabetes care need to account for the 
needs of Bangladeshi people.
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Chapter Eight
Analysis of the Key Terms and Phrase Clusters Identified in Interview PM:
Interview PM was carried out with the Policy Maker. An overview is given below of the 
key terms identified in this interview and how they are important from the perspective of 
the Policy Maker.
The language barrier is a huge problem when providing diabetes care for Bangladeshi 
people residing in the UK. The care needs to be delivered in a different way when a third 
person is being used an interpreter. Health advocacy services would be beneficial if they 
could work along side the interpreting services.
Religion plays a big role in diabetes care. The fasts that take place during Ramadan need 
to be respected and accounted for when providing diabetes care and forming policies 
around diabetes care. Also prayer times need to be accommodated. People may not be 
able to adhere to strict meal times because of prayer times changing and the policies 
around dietary advice needs to account for this.
Traditional beliefs and practices need to be respected when forming policies for diabetes 
care. For example mixed sex exercise classes may not be acceptable to older Bangladeshi 
women.
Educating the patient and educating the health professional are both important ways of 
contributing to diabetes care. The patient needs to know how to manage their condition 
and the healthcare professional needs to know how to deliver care within the boundaries 
of religious and traditional beliefs and practices.
Current policies do not reflect the needs of the Bangladeshi people and do not address 
problems from a root level.
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8.3.2 Grouping Key Terms into Convergent Themes:
From the tables above, it can be seen that some of the key terms occur over and over 
again in the different interview transcripts. The researcher grouped the key terms together 
under converging themes. Table 8.19 below shows the themes that became apparent from 
the key terms.
Table 8.19: Key Terms Grouped Together Under Converging Themes
Key Terms Themes
Interpret Communication
Language
Access
Literate
Understand
Communicate
Advocate
Translate
One-to-one
Literature
Religion Religion
Ramadan
Fasting
Islam
Prayer
Muslim
Culture Tradition
Background
Eat
Exercise
Diet
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Food
Male
Female
Information Professional Education
Education
Professional
Classes
Literature
Guidance
Advice Patient Education
Information
Education
Lifestyle
Understand
Classes
Literature
Hands-on
NSF (National Service Framework) Diabetes Policy
Guidelines
Tools
Policy
Frameworks
8.3.3 Summarising Phrase Clusters into Key Concepts Within Themes:
The phrase clusters across the eight interview transcripts were scrutinised by the 
researcher and cross-referenced. These were summarised into key concepts, which were 
seen to re-occur throughout the interviews. These key concepts were then assigned under 
the themes already identified. This is depicted below in tables 8.20 through to 8.25
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Table 8.20: Summary of Key Concepts Within Communication
Theme Key Concepts
COMMUNICATION There is a great need for more interpreting services.
There is a lack of funding to train more interpreters. 
Working through an interpreter often results in loss of 
information.
Interpreters need to be adequately trained so as to be 
able to understand the healthcare professional and then 
relay information in such a way that is understandable to 
the patient.
Language barriers can create huge inequalities in access 
to health care services.
Health Advocacy services need to be increased and 
improved
Health care needs to be delivered in such a way that can 
be understood by the patient for example taking into 
account possible low levels of literacy and language 
constraints.
Table 8.21: Summary of Key Concepts Within Religion.
Theme Key Concepts
RELIGION There is a great need for formalised policies around 
providing health care that is sensitive to religious 
practices such as fasting and praying.
Formal policies need to be put in place to avoid 
inconsistencies in information, which may occur when 
the word of the patient is relied upon to define the 
constraints of religion.
Policies need to be in place around drug administration 
during the Holy month of fasting Ramadan.
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Table 8.22: Summary of Key Concepts Within Tradition.
Theme Key Concepts
TRADITION Tradition plays an important role in diabetes care in the 
form of governing dietary habits and amount of exercise 
taken by a patient.
An ethos of healthy living needs to be promoted across 
the community as a whole.
Literature on health promotion such as dietary advice 
sheets and exercise prescriptions need to account for 
traditional practices.
Traditional restraints around opposite gender interactions 
should be acknowledged.
Table 8.23: Summary of Key Concepts Within Professional Education.
Theme Key Concepts
PROFESSIONAL
EDUCATION
Written information around the needs of ethnic minority 
people should be made available to health care 
professionals in order to provide effective diabetes care. 
There should be an on-going programme of professional 
education around ethnic minority groups for new care 
providers coming into the area.
Education around traditional differences is very 
important for health care professionals.
It is essential that a patient feels confident in their health 
care professional to get the best out of their advice and 
feel confident that the professional is understanding 
them and taking into account their whole background.
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Table 8.24: Summary of Key Concepts Within Patient Education.
Theme Key Concepts
PATIENT
EDUCATION
Health promotion classes are a good way of educating 
the patient about their diabetes.
English classes speeifieally geared at explaining medical 
terms, prescriptions and labels on drug bottles can be 
beneficial.
The importance of adopting a healthy lifestyle needs to 
be promoted amongst the Asian community.
Health education needs to start at school.
Patients from ethnic minority groups need to be educated 
in ways of living healthy lives whilst keeping within the 
boundaries of their religious and traditional practices. 
Hands on approaches such as diabetes fairs and story 
telling sessions are a good way of promoting health 
education.
Learning resources should be adapted to the individual 
patients needs, for example where the patient finds it 
hard to follow the text, diagrams and pictures can be 
used.
Comprehensive educational packages in native 
languages can be put together to help promote health 
education amongst ethnic minority groups.
Health education and promoting healthy living needs to 
be aimed at the community as a whole and not just the 
individual, in order to change lifestyle practices.
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Table 8.25: Summary of Key Concepts Within Diabetes Policy.
Theme Key Concepts
DIABETES POLICY National Service Framework for Diabetes contains very 
little on ethnic minority groups.
Policies on diabetes care are geared towards the general 
white population and not ethnic minority groups. 
Nationally no formal policies available for the diabetes 
care of minority ethnic groups even though they are the 
highest risk group.
Policies need to be in place to address health problems 
from the root level.
Having identified the key concepts that emerged from the interview transcripts relating to 
the key themes, the researcher then proceeded to carry out a brief frequency analysis .
8.4 Frequency Analysis:
The researcher carried out further analysis to determine the frequency with which each of 
the above themes (identified during the course of the thematic content analysis) occurred 
between the interview respondents.
Six out of eight respondents stated that communication was a huge problem and the lack 
of interpreting services was the main reason for this problem.
Seven out of the eight interview respondents stated that it is important to take into 
account the patient’s religion when providing diabetes care and forming policies that 
govern the care of Bangladeshi people with diabetes.
Seven out of the eight respondents stated that the level of awareness around the traditions 
of Bangladeshi people needs to be raised in order to provide good diabetes care. It is 
important for the care provider to have an understanding of the patient’s background to be 
able to provide care that is catered to the patient.
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All eight interview respondents stated that Professional Education aimed at raising the 
level of awareness around the religion and tradition of Bangladeshi people is an essential 
part of the diabetes care delivery system. This can be in the form of educational packages 
containing literature, educational classes and seminars, etc.
All eight interview respondents stated that patient education is required within the 
Bangladeshi community to promote a healthy way of living. Health education should be 
aimed at the family and society as a whole and not just the individual and should start at 
an early age.
Six out of the eight interview respondents stated that the national policies on diabetes care 
did not reflect the needs of Bangladeshi people.
8.5 Descriptive Analysis of the Final Question:
At the end of each interview the researcher asked the respondent if they would like to add 
anything more. The researcher summarised the responses to this final question and the 
information collated is given below.
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Chapter Eight
8.6 Summary:
The current chapter has dealt with the in-depth qualitative analysis of the interview data 
collected in the case study. The analysis of the interview data identified key issues of 
ethnicity that need to be incorporated into diabetes policy in order to provide a care 
service that caters for the needs of British Bangladeshi people. These are:
1. Communication
2. Tradition
3. Religion
4. Professional Education
5. Patient Education
Several concepts have also been identified to detail information on how these issues of 
ethnicity can play a part in the delivery of diabetes care.
The aim of this study is to identify issues of ethnicity that need to be incorporated into all 
health policies with a view to delivering healthcare that meets the needs of people from 
all ethnic minority groups. The researcher will use the findings from the ease study to 
help design a schema that depicts a pathway for inclusion of ethnicity into all health 
policies. This is dealt with in the next chapter.
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CHAPTER NINE
A SCHEMA FOR THE INCLUSION OF ETHNICITY
9.0 Introduction:
Chapter seven has demonstrated, through an exploratory survey conducted by the 
researcher that the majority of current policies on diabetes care, used by primary and 
secondary care trusts in England, do not account for people from ethnic minority groups. 
In the case study, presented in chapter eight, data were collected through interviews by 
the researcher to try and determine the aspects of ethnicity that need to be incorporated 
into health policy making. Through qualitative analysis of the interview data, several 
themes and concepts around ethnicity have been identified that should be included in the 
diabetes policy making system in order to create health policies that cater for the needs of 
British Bangladeshi people.
This chapter will create a model, which demonstrates how the themes and concepts 
identified in chapter eight can play a part in informing health policies that govern the care 
of patients through the diabetes care system and thus play a significant role in delivering 
health care to people from ethnic minority groups.
9.1 Where Ethnicity Meets Health Policy:
In chapter two it is stated that health policy decisions are generally made on three levels: 
macro, meso and micro (Lohr, 1988). At the macro level decisions are made about the 
total health care budget for the nation. At the meso level decisions are made about 
allocation of resources to various health services, research and education, specific health 
disorders and specific segments of the population. It is at the micro level that policy 
making is focused on care for the individual patient and protocols for administrators and 
health care providers. The concepts and themes identified in chapter eight should play a 
part in all three levels of policy making with a greater emphasis on policy making at the 
meso and micro levels. The researcher proposes to use the aspects of ethnicity identified
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_____________________________________________________________________________________________________________________________________________________________________________________________ Chapter Nine
in chapter eight to help build a model through which diabetes policies can be adapted to 
meet the needs of people from ethnic minority groups residing in the UK.
9.2 The Impact of Ethnicity on The Observed Patients Journey:
To try and identify the stages of health care delivery at which diabetes policies need to be 
adapted to account for British Bangladeshi people, a simplified system of the patient’s 
journey through the health care system may be considered. The diagram below describes 
a British Bangladeshi patient’s journey through the diabetes care system in the primary 
care setting based on observations made by the researcher when conducting the case 
study. Figure 9.1 below depicts the patient’s journey from when they feel unwell through 
diagnosis, to end with various methods of treatments. It is assumed here that the patient is 
going to be diagnosed with Type II diabetes.
Figure 9.1: The Observed Patients Journey Through a Primary Health Care Setting:
Patient Feels Unwell
Referred to 
Secondary 
Care Services
Receptionist
[Book Appointment]
Health Care 
Professional
[Diagnosis]
Exercise
Co-ordinator ^ ^ Dietician
Treatment
[Diet, Drugs and 
Insulin, Exercise 
Regimes]
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As shown in figure 9.1 above the patient’s journey starts when the patient feels unwell. 
The patient will then contact their local health care service, in most cases the General 
Practitioner (GP) surgery they are registered with and book an appointment with the 
receptionist. The receptionist will organise an appointment to either see the practice nurse 
or the GP. The health care professional will then make a diagnosis, which may involve 
carrying out physiological investigations. Treatment will be prescribed in the form of diet 
therapy, drug therapy, insulin therapy or any combination of the three treatments and also 
may refer the patient to the dietician or the exercise co-ordinator. The dietician and the 
exercise co-ordinator can then advise the patient on dietary recommendations as well as 
exercise regimes to help treat and manage their diabetes.
The above diagram somewhat simplifies the patients journey through the healthcare 
setting and does not account for the problems faced by a minority ethnic patient going 
through such a system. Patients with a minority ethnic background come up against 
various barriers and problems at the different steps of the health care delivery process. 
The problems faced by the British Bangladeshi patient at each step of the journey are 
detailed in diagram 9.2 below. These problems are highlighted through the ethnicity 
themes and concepts identified in the previous chapter. In the diagram below the problem 
is defined and the solution presented.
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Chapter Nine
This chapter will now further discuss the problems faced by British Bangladeshi patients 
at the various stages of the observed journey as depicted in diagram 9.2 above.
9.2.1 The Patient Feels Unwell:
The observed patient's journey starts when the patient feels unwell. Patients are often 
unaware of the early symptoms of diabetes and thus do not recognise them straight away. 
This, in turn may delay them in seeking health care in the early stages of the disease, 
which in the case of diabetes can lead to health complications resulting from the condition 
being left untreated for long periods of time.
At this stage of the journey health education would be beneficial to British Bangladeshi 
people. Health education geared towards raising awareness about possible health 
conditions that people are pre-disposed to, as a result of their ethnicity, would empower 
them to make informed decisions regarding their health. This would heighten their health 
awareness and help them identify symptoms of health problems in the early stages of the 
disease. Early detection can play a big role in the outcome of diseases such as diabetes 
through decreasing the possibility of complications arising from the condition being left 
untreated. This in the long run, would help avoid financial burdens placed on the health 
services as well as the family and community.
So at this stage of the British Bangladeshi patient’s journey health policies need to be in 
place in order to make provisions for raising health awareness. Such policies can be 
created at the macro and meso level, through budget allocation at a national level as well 
as allocation to specific educational services and health education packages.
9.2.2 The Receptionist:
In the observed patient’s journey, when the patient makes a decision to go and seek health 
advice they will contact their GP surgery to book an appointment. Most surgeries will 
have a receptionist to deal with the booking of appointments. English is not always the 
first language for British Bangladeshi patients and thus the task of booking an 
appointment can seem very daunting to them. They may often feel embarrassed and
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frustrated at not being able to communicate to the receptionist, their wishes to access 
health care.
To overcome this problem multi-lingual receptionists can be employed at surgeries where 
they have a greater number of patients from ethnic minority backgrounds. Interpreters are 
often used as well to help communicate the patient’s wishes to the receptionist.
Patients may also prefer to have appointments at certain times of the day or certain days 
of the week because of religious practices they may be occupied with at other times. If  the 
receptionist is formally made aware of these practices, then they are in an informed 
position to accommodate the religious needs of the patient and where possible book 
appointments accordingly. For example during the month of Ramadan, Muslim patients 
who fast during the day may prefer not to have appointments which involve invasive 
procedures.
So at this stage of the patient’s journey, health policies employing multi-lingual 
receptionists and interpreters would help make the system more sensitive to the needs of 
ethnic patients. Also there needs to be policies for raising awareness around ethnic 
traditions and practices for health care staff. Such policies are normally made at the meso 
and micro levels.
9.2.3 The Health Care Professional:
Language barriers can again cause problems during consultations with the General 
Practitioner (GP) or Practice Nurse as the patient may be unable to communicate their 
symptoms fully to the GP. The GP may also face problems in being able to communicate 
their queries about the patient’s health and any complications they may be experiencing.
To overcome this problem interpreters and health advocates versed in the patient’s native 
language can be employed to assist during consultations. Both the health care provider 
and the interpreter need to be aware that the patient may feel uncomfortable in revealing 
personal details in front of a third person. A sense of confidentiality and trust needs to be 
established to make such an intervention successful. Visual aids such as colourful charts 
can be used to try and explain the patient’s condition to them.
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Health care practitioners need to be aware of the patient’s traditional restraints in order to 
provide care that is sensitive to their ethnic background. For example, female patients 
may prefer to be seen by a female practitioner and such preferences should be 
accommodated for where possible.
Religion can often play a big part in the lives of people from ethnic minority 
backgrounds. Health practitioners need to be aware o f religious constraints and practices 
in order to provide care that is suitable to the individual patient.
At this stage of the British Bangladeshi patient’s journey policies need to be in place to 
allocate budgets for interpreting and advocacy services in areas with a high ethnic 
minority population. Diabetes policies need to account for the traditional and religious 
practices of British Bangladeshi people. Treatment regimes need to take into account 
what the patient may or may not find acceptable. Policies need to make provisions for 
educational packages for health care practitioners, aimed at raising awareness around 
traditional and religious practices and restraints for ethnic people. Such policies can be 
decided at the meso and micro levels.
9.2.4 The Exercise Co-ordinator:
Patients diagnosed with diabetes may sometimes be referred to an exercise co-ordinator 
as physical exercise can play a major role in the management of diabetes. Some exercise 
regimes may seem unacceptable to the ethnic patient because of the clothing required to 
be worn or even just the nature of the exercise. In order to make the prescribed exercise 
regimes suitable for British Bangladeshi patients, the exercise co-ordinator needs to have 
an understanding of the patient’s traditional and religious backgrounds. Exercise routines 
need to take into account clothing restrictions and also in some cases the need for single­
sex exercise classes.
Communication can be a barrier when trying to describe the exercises to the patient. 
Often a language barrier may exist where the exercise routines cannot be verbally 
communicated. There may also be a barrier of literacy; so written information is of no use 
either.
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Policies need to allow for provisions for professional education where health care staff 
can learn more about the tradition and religion of ethnic patients. Also policies need to be 
in place for employing interpreters and allocating budgets for visual aids to help the 
exercise co-ordinators communicate their advice to the ethnic patient. Where there is a 
language and literacy barrier, charts with diagrams depicting the exercises and how to do 
them step-by-step can be very beneficial. Such policies can be determined at both a meso 
and micro level.
9.2.5 The Dietician:
Diet plays an important role in diabetes management. Early stages of Type II diabetes can 
be managed by dietary restrictions alone. Thus patients are often referred to dieticians for 
advice on their food choices and ways of food preparation.
Food can play an important role in the lives of British Bangladeshi people. Dietary sheets 
need to contain food and recipes that are familiar to these people. The advice given by the 
dietician needs to take into account the everyday food choices of British Bangladeshi 
people in order for it to be relevant to them. Religious constraints as regards food choices 
also need to be accounted for.
Again at this stage of the patient’s journey communication between the dietician and the 
patient can form a barrier in access to health care.
Policies need to be in place to allow for the employment of interpreters in dietician 
services as well as educational packages for the dietician to raise awareness around 
traditional and religious practices that may affect dietary choices. Such policies can be 
decided at both the meso and micro levels.
9.2.6 The Treatment:
Quite often British Bangladeshi patients find it hard to understand and relate to the 
treatment the health care practitioners prescribe them. This can be a result o f 
communication barriers or levels of illiteracy amongst these people. Low levels of health 
awareness and healthy living practices can also contribute to this problem.
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Policies need to be in place in order to raise health awareness amongst these patients. 
English classes specifically geared at explaining terms that are commonly used by health 
care practitioners could prove beneficial. The names of drugs and dosage need to be 
explained thoroughly so the patient can be in more control of their condition.
Education on self-management of the condition could also help the patient to understand 
their illness better and thus feel more empowered. Hands-on approaches such as diabetes 
fairs, seminars and story-telling sessions are a good way of promoting self-management 
of diabetes. Policies need to be in place to allow for such events.
Policies need to be put in place to promote health awareness at a school level. The 
education needs to be directed to the family and society as a whole and not just the 
individual suffering from the condition. Such policies can be determined at all three 
levels, macro, meso and micro.
Figure 9.2 above has highlighted the areas in an observed patient’s journey, where there is 
a need for diabetes policies that account for British Bangladeshi people. The specific 
aspects of ethnicity that need to be reflected in these policies have also been presented 
Based on the problems faced by British Bangladeshi patients (shown in Figure 9.2), this 
chapter will now go on to create a model of inclusion of ethnicity into the observed 
patient’s journey through the implementation of health policies adapted to the needs of 
British Bangladeshi people.
9.3 A Schema for the Inclusion of Ethnicity into The Observed Patients 
Journey:
Figure 9.3 below depicts how at the various stages of the observed patient’s journey, 
policies can be implemented to account for ethnicity and form a part in the delivery of 
diabetes care for British Bangladeshi people.
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Figure 9.3 above depicts a very specific health care setting, i.e. the journey of a British 
Bangladeshi patient with diabetes through the primary care setting. Through the aspects 
of ethnicity identified in the previous chapter and the resulting impact on the patient’s 
journey depicted in figure 9.2, the above diagram shows how these problems can be 
overcome by implementing policies that account for these aspects of ethnicity. The 
researcher proposes that the concept o f the above model may be applied to any healthcare 
setting for any ethnic minority group. The different stages of the observed patient’s 
journey may be more generalised as is shown in Figure 9.4 below and the aspects of 
ethnicity broadly applied to this journey.
Figure 9.4 A Conceptual Model for Adapting Health Policies to the Needs of Ethnic 
Minority People:
A
COMMUNICATION
TRADITION
RELIGION
PROFESSIONAL
EDUCATION
PATIENT
EDUCATION
J
Client Feels Unwell 
&
Front House Staff 
&
A
Service Providers
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Care Services
f
_______I
Specialist Services
V
Treatment
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HEALTH CARE 
SERVICE THAT 
IS CENTRED ON 
THE NEEDS OF 
THE ETHNIC 
MINORITY 
PATIENT
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Figure 9.4 shows a minority ethnic patients journey through the healthcare system based 
on the journey of a British Bangladeshi patient through the primary care setting as 
observed by the researcher while conducting the case study. The aspects of ethnicity 
identified as pertinent to the delivery of diabetes care for British Bangladeshi people have 
been used in this diagram as aspects of ethnicity that may be applicable to any ethnic 
minority group in any health care setting. Figure 9.4 somewhat simplifies the concept 
presented in figure 9.3 to show that the researcher proposes that the aspects of ethnicity 
identified in this study may be applied when forming health policies that govern the care 
o f ethnic minority people.
The different stages of the patient journey and where aspects of ethnicity can help inform 
diabetes policy has been discussed in this chapter and summarised in figure 9.3. Through 
figure 9.4 the researcher proposes the notion that the aspects of ethnicity are not confined 
to just good delivery of diabetes care but are pertinent to the deliveiy of all health care for 
all ethnic minority groups.
9.4 Summary:
This chapter has used the findings from the case study in the previous chapter to build a 
schema for inclusion of ethnicity into health policies. At the beginning of this study the 
researcher has demonstrated the importance of including ethnicity into health policy. The 
researcher then chose a specific example to tiy and investigate this phenomenon further. 
Thus a case study was conducted to try and identify the issues of ethnicity that need to be 
included into diabetes policy so that they cater for the needs of the British Bangladeshi 
population.
In this chapter the researcher has taken the aspects of ethnicity identified for informing 
diabetes policies for British Bangladeshi people and has demonstrated how they may be 
applied to all health policies for all ethnic minority groups.
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CHAPTER TEN 
DISCUSSION AND CONCLUSION
10.0 Introduction:
This study is about ethnicity and health policy - the need for incorporating ethnicity into 
health policy. Using the British Bangladeshi population and Diabetes as a vehicle 
(Chapter Eight), the study has identified the aspects of ethnicity that need to be 
incorporated into health policy. In chapter nine these aspects of ethnicity have been 
employed by the researcher in designing a schema that can be applied to all health policy 
to firom policies that reflect the needs of ethnic minority people.
Analysis of existing literature (Chapter Three) has demonstrated that health policies need 
to be adapted to incorporate ethnicity in order to provide health care that is suitable for 
the multi-ethnic population of The United Kingdom; where resides an ethnic minority 
population of 4.6 million people (April 2001 census). The importance of including 
ethnicity into health policy is further emphasised by three of the total thirty-nine policy 
recommendations made by the Independent Inquiry into Inequalities in Health (Section 
3.3), which are based on increasing awareness around the needs of ethnic minority people 
and incorporating these needs into the delivery of health care.
The study has highlighted (Chapter Four) the British Bangladeshi population as an ethnic 
minority group that is disproportionately affected by diabetes as the prevalence of the 
disease is substantially higher within this population compared to the national average. 
The prevalence of diabetes is three to five times more common in people of African 
Caribbean and Asian origin living in the UK compared to their white counter-parts 
(Simmons et al. 1991 and Mather, H & Keen, H; 1985). Within the British Asian ethnic 
group, the incidence of diabetes is particularly high in the British Bangladeshi population 
where 10% of the population aged 16+ suffers from diabetes (Department of Health, 
1999). Health policies governing the delivery of diabetes care should therefore account 
for the specific ethnic needs of this population if appropriate diabetes care is to be
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delivered. This research has focused on the Bangladeshi population and diabetes care as a 
vehicle to investigate and identify the issues around ethnicity that need to be incorporated 
into health policies.
The aim of this chapter is to summarise and discuss the findings of this research study. A 
final conclusion will be reached and any recommendations for future research will be 
made.
10.1 A Brief Synopsis of the Data Collection Methods:
The three objectives for this study were to investigate current policies on diabetes care, 
identify the issues of ethnicity that should be reflected in diabetes policy and using the 
data, form a schema that could be applied to include ethnicity into health policy (Section 
5.1). To achieve the first two objectives of the study, the raw data were collected in two 
stages: the first stage investigated the diabetes policies currently available and the second 
stage identified the issues of ethnicity that need to be incorporated into diabetes policy in 
order to provide care that is applicable to British Bangladeshi people. Analysis of this raw 
data led to an answer to the third and final objective of the research, which is displayed in 
chapter nine in the form of a schema depicting a pathway for the inclusion of ethnicity 
into health policies.
The data were collected in two stages. These are the:
1. The Exploratory Survey
2. The Case Study
The nature and the method in which the exploratory survey was carried out have been 
detailed in Chapter Five and Chapter Six. The aim of the exploratory survey was to 
investigate the current diabetes policies available to health care practitioners, at all three 
levels of policymaking - macro, meso and micro (section 2.2).
The case study was conducted at a recognised centre for excellence in health care with a 
large number of Bangladeshi patients with diabetes. The aim of the case study was to
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identify ethnic issues relating to diabetes care that can impact on the nature of the care 
received by the Bangladeshi patient.
The data analysis and findings from the exploratory survey are displayed in Chapter 
Seven. The qualitative analysis of the interview data and subsequent findings from the 
case study are displayed in Chapter Eight. The findings from both stages of data 
collection are further discussed below.
10.2 Discussion of Findings from the Exploratory Survey:
Despite the researcher’s proposition to study policy at all levels, the exploratory survey 
did not receive any responses from NHS Executive offices or Regional Health 
Authorities. This may suggest that NHS Executive offices and Regional Health 
Authorities refer to the National Service Framework for Diabetes, for macro and meso 
levels of policy. Thus the findings from the exploratory survey deal only with policies at 
the micro level of policy making.
10.2.1 An Investigation of Diabetes Policies:
The aspects of diabetes care detailed in the various policy documents received were 
recorded in the form of a database. As this is a study about ethnicity and health policy, 
only the aspects of diabetes care that are influenced by ethnicity are of interest and thus 
for the purpose of the study the researcher chooses to divide the various aspects of 
diabetes care into two categories.
• Medical aspects of diabetes care.
• Non-Medical aspects of diabetes care.
Medical aspects of diabetes care are those elements of the diabetes care process that deal 
with physiological aspects of diabetes, for example drug dosage, insulin therapy, 
management of diabetic ketoacidosis (DKA). Medical aspects of diabetes care are mainly 
governed by the physiology of how the condition is presenting itself in the patient and is 
often decided by carrying out clinical tests such as blood glucose tests.
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Non-medical aspects of diabetes care deal with the non-clinical elements of diabetes 
treatment. From the summary of the database displayed in Table 7.2 it can be seen that 
several policy documents included information on patient education, professional 
education, diet and exercise. These elements of diabetes care can be seen as the non­
medical aspects of diabetes care, as they are not necessarily governed by clinical tests but 
nonetheless play an important role in diabetes management.
For the purpose of the study only the non-medical aspects of diabetes care will be taken 
into consideration as the medical aspects of diabetes care do not differ because of the 
patient’s ethnic background, but rather should be administered across the community in 
the same manner based on physiological tests
This section will now go on to discuss ethnicity and the non-medical aspects of diabetes 
care included in the diabetes policy documents.
Ethnicity and Policies on Dietary Advice:
Section 4.1.2 has shown that controlled diet can play an integral part in diabetes 
management. This aspect of diabetes care is particularly relevant to ethnic minority 
people as the religion and traditions of these people have a great influence on their diet 
and eating habits. Traditional practices often govern the choice of food and how it is 
prepared. Religious beliefs can often restrict certain food groups being included in the 
diet and religious practices such as prayer times can affect meal times.
The exploratory survey showed that 80% of the total policy documents received from the 
North West region and Trent region detailed information regarding diet in their diabetes 
policy documents (Graph 7.18). However, only 28.57% of the policy documents sent 
from the London region included any information regarding diet. It is demonstrated in 
Table 7.1, that the London region had the highest proportion of ethnic minority residents 
compared to other regions in England.
Thus the findings from the survey show that there is a lack of diabetes policies including 
information on diet in the geographical areas of England where they are most required 
due to having a large ethnic minority population. Dietary advice that is sensitive to the
224
_______________________________________________________________________________________________________________________________________________________________________________________________ Chapter Ten
religious and traditional practices of ethnic minority people would empower this 
population to manage their diabetes whilst keeping within their own religious and 
traditional boundaries.
Ethnicity and Policies on Exercise Advice:
Exercise plays an important role in diabetes management and this has been shown in 
Section 4.1.2. Exercise is a part of diabetes management that can be affected by the 
religious and traditional beliefs and practices of ethnic minority people. Exercise for all 
age groups and both sexes are not always encouraged as a part of daily life in all ethnic 
traditions. The concept of regular exercise can sometimes seem alien to some ethnic 
groups. Clothing requirements for women imposed by religious beliefs may hinder the 
nature of proposed exercise regimes. For example it would be inappropriate to suggest to 
an elderly South Asian lady to engage in swimming as an activity where she would be 
required to wear clothing that is deemed inappropriate by her tradition and religion.
A small proportion of the total policy documents received as part of the survey included 
policies on the provision of exercise advice (Graph 7.19). The highest proportion of 
policy documents detailing information on exercise advice were received from the Trent 
region and this was only 40% of the total policy documents received. Only 28.57% of the 
policy documents received from the London region detailed any information on exercise 
advice as part of the delivery of diabetes care. Therefore the findings from the survey 
highlighted a general lack of policies governing the provision of exercise advice all over 
England, especially in areas where tradition and religion sensitive exercise advice would 
benefit ethnic minority people.
Ethnicity and Policies on the Provision of Professional Education:
Diabetes is a condition that requires specific care and treatment and this has to be catered 
to the needs of the individual patient. Education for health care professionals, with the 
aim of raising awareness around the specific needs of ethnic patients, can aid the smooth 
and effective delivery of diabetes treatment. This is particularly important in the case of 
ethnic minority patients who may have certain religious and traditional requirements that 
may impact on their diabetes care. Professional education geared towards raising
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awareness of the traditional and religious needs of ethnic minority patients is required the 
most, in the London region where large populations of ethnic minority groups reside 
(Table 7.1).
The survey findings showed that only 14.29% of the policy documents received from the 
London region included any policies governing the provision of professional education 
(Graph 7.6). Thus the study has identified a general lack of diabetes policy that allows for 
the provision of professional education with the deficit being more pronounced in areas 
with large ethnic minority populations.
Ethnicity and Policies on the Provision of Patient Education:
Self-management is the key to good diabetes control. Educating the patient on how to 
monitor their diabetes and make alterations in their lifestyle to help their condition can 
play an important role in the overall treatment of diabetes. Also raising awareness of 
diabetes in high risk populations may help prevention of diabetes or aid in early 
diagnoses. If people are aware of the symptoms and can detect them in the early stages 
then complications arising from diabetes may be avoided.
Patient education plays a big part in reducing the incidence of diabetes and complications 
arising from diabetes that is left untreated. This can be particularly beneficial in ethnic 
minority communities. As has been mentioned before, religion and tradition can often 
impact on the prescribed diabetes care. Education would empower the ethnic minority 
patient to manage their condition within the boundaries of their traditional and religious 
practices.
The survey findings showed that quite a large proportion of the policy documents 
received from the Northern and Yorkshire region detailed policies on patient education 
(Graph 7.5). However the percentage of the population in the Northern and Yorkshire 
region made up of ethnic minority people is very small compared to that in the London 
region. Only 42.86% of the policy documents from the London region detailed any 
policies on the need for patient education despite having a large ethnic minority 
population. The study demonstrated that there is a great lack of diabetes policies that
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allow for the provision of patient education in areas where they are needed the most -  
areas with large ethnic minority populations.
Ethnicity and Policies on Diabetes Care Specific to Ethnic Minority People:
The importance of health policies that cater for the specific needs of ethnic minority 
people has been demonstrated in Chapter Three and Chapter Four. This is very important 
in the case of diabetes policy, as it has been demonstrated in Chapter Four that the 
incidence and prevalence of diabetes is high in the ethnic minority groups residing in the 
UK, particularly the Bangladeshi people. In order to lower the incidence of diabetes and 
the subsequent health costs in the UK, diabetes policies have to cater for the needs of the 
highest risk group, in this instance the British South Asians - particularly the British 
Bangladeshi population.
The findings from the exploratory survey showed that there is a great lack of diabetes 
policies in the current health care system that caters for the specific needs of ethnic 
minority people (Graph 7.11). There was only one set of policy documents received as 
part of the survey that detailed the need for diabetes care that is sensitive to the religious 
and traditional beliefs and practices of ethnic minority people residing in the UK. This 
policy document was received from North West region. Only 5.56% of the total 
population in the North West region was made up of people from ethnic minority groups 
compared to 28.85% of the population in the London region (Census, April, 2001). None 
of the policy documents received from the London region displayed diabetes policy that 
caters for the specific needs of ethnic minority people. The exploratory survey 
highlighted the great lack of diabetes policies that cater for the specific needs of ethnic 
minority people and this lack was more profound in the areas of England where there 
resides large populations of ethnic minority people.
10.2.2 Summary of the Exploratory Survey Findings:
It can be summarised from the findings of the exploratory survey that there is a lack of 
diabetes policy in the current health care system that are sensitive to the needs of people 
from the ethnic minority groups. This is a cause for concern as evidence (Greenhalgh, 
1997) shows that it is the ethnic minority people that are at the highest risk of diabetes.
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Diabetes is a life-long condition that can have a serious impact on the quality of life if it is 
left untreated. People with diabetes need to be empowered with knowledge of their 
condition and how to manage it if their quality of life is to be improved. The health care 
professionals providing the diabetes care need to be aware of the religious and traditional 
issues that should be taken into consideration when providing care for the ethnic minority 
people. The tradition and religion of ethnic minority people need to be accounted for 
when forming diabetes policy that governs the delivery of care for this population.
The exploratory survey findings for this study uncovered a gap in the policies that govern 
the diabetes care process in the UK. The case study was then conducted to try and 
identify issues around ethnicity that need to be taken into account when forming policy in 
order to create diabetes policy that caters for the need of the ethnic minority population. 
The findings from the case study are discussed below.
10.3 Discussion of Findings from the Case Study:
The aim of the case study was to identify the issues around ethnicity that need to be 
incorporated into diabetes policy. A single case study was conducted in a recognised 
centre for excellence in health care located in East London where a large number of 
Bangladeshi patients with diabetes were registered. The use of a single case study was 
justified, as the aim of the research was not to gain representation of other cases, rather to 
study a particular phenomenon in context (Stake, 1995). The case study aimed to deal 
with policy and policy making at a micro level, as the policies investigated in the 
exploratory survey were also at the micro level of policy making.
For the case study four stakeholder groups were identified. The stakeholders comprise the 
groups of people who have an interest in the diabetes care process. A total of eight 
interviews were conducted within the stakeholders as described in Chapter Eight. The 
interview transcripts were analysed using in-depth qualitative techniques. The analysis of 
the interview data yielded five major themes pertinent to the process of adapting diabetes 
policies to meet the needs of British Bangladeshi people. These are Communication, 
Religion, Tradition, Professional Education and Patient Education.
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Various concepts were identified around these themes that can facilitate the process of 
adapting diabetes policies to meet the needs of British Bangladeshi people. The above 
themes and the concepts around these themes are discussed further below.
10.3.1 Ethnicity and Communication:
Good communication between the health care professional and the patient is vital in the 
delivery of health care. The health care professional needs to be able to understand the 
patient describing their health problems and the patient needs to understand the treatment 
they are being prescribed. This can prove to be a problem in the case of patients from 
ethnic minority groups as English is often not their first language and subsequently they 
may understand very little or no English at all.
The findings from the case study (Table 8.5) highlighted the existence of a 
communication barrier between the Bangladeshi patient and their carer. The barrier is 
created by the accumulation of various issues that contribute to the breakdown of 
communication. The findings from the case study identified key concepts pertinent to 
establishing ways of overcoming the communication barrier. These key concepts are 
grouped into the following three elements that can contribute to the delivery of diabetes 
care and are discussed further below:
• Interpreting Services
• Health Advocacy Services
• Alternative ways of Communication
Interpreting Services:
Where the first language of the patient and health care provider is not the same, 
interpreters can provide help with translation during consultations. The findings firom the 
case study showed that there was a lack of interpreting services. There was a great need 
for more funding to employ interpreters and train them properly. Quite often members of 
reception staff in the health care centre were called upon to act as interpreters during 
patient consultations because of their language skills but this resulted in their own
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reception duties suffering. Also using general members of staff as interpreters was not 
entirely suitable, as they were not trained to understand the medical terms used by the 
health care professional and then relay that information to the patient in a manner that 
they would understand.
Interpreting services were available at times, though the patients were unaware of this 
service available to them and thus would not pre-book the service of an interpreter for 
their consultation. In situations like this often family members or friends would be relied 
upon to interpret.
The case study also showed that the use of an interpreter could often stunt the 
development of a sense of trust between the patient and the carer, as there is little room 
for a rapport to be built up. Quite often the patient felt reluctant to be open about their 
personal problems in front of a third person, especially if that person were a relative.
Part of the problem of communication can be overcome by improving interpreting 
services through more funding to train and employ interpreters in areas where large 
populations of ethnic minority people reside. These services where available need to be 
advertised to patients so that they are aware of how they can go about booking the 
services of an interpreter for their consultations. Both the health care providers and 
interpreters need to be aware and sensitive to the fact that the patient may feel 
uncomfortable at the presence of a third person and may not always give all the 
information about their health.
Health Advocacy Services:
Health advocates can assist health care professionals during patient consultations by 
explaining the treatment requirements to the patient in a manner they can understand and 
relate to. The findings from the case study showed a lack of health advocacy services 
available to patients. This was mainly due to lack of funding to train and employ health 
advocates in areas where they were needed the most.
The whole communication barrier can be broken down somewhat by introducing health 
advocacy service in areas with large ethnic minority populations. Health advocates need
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to be adequately trained to deal with the needs of the patient population they are working 
with. In the case of ethnic minority patients health advocates need to be sensitive to the 
religious and traditional constraints that may affect the way the patient accepts their 
treatment. Again similar to the issues of interpreting services, health advocacy services 
also need to be advertised to patients where they are available. It should be made clear to 
ethnic minority patients how they can access this service. If present during consultations, 
health advocates need to be sensitive to the fact that their presence may make the patient 
feel uncomfortable to reveal their personal health problems. Health advocates need to 
bring the advice they give down to a level that the patients understand. Language barriers 
and problems around communication can lead to inequalities in access to health care 
services. This is a problem that needs to be addressed, particularly for ethnic minority 
patients.
Alternative Ways of Communication:
The findings from the case study showed that the low levels of literacy amongst the 
Bangladeshi patients often lead to communication problems when health advice was 
given to them in the form of printed leaflets. Visual aids such as colour coded charts and 
diagrams were used to relay health information to the Bangladeshi patient and this proved 
quite effective. Interactive events such as ‘story telling sessions’ helped the patients share 
their experiences with each other and this often worked as a good way of communicating. 
Diabetes fairs also provided the patient with an alternative way of learning about 
appropriate diet and how to prepare their food. Interactive sessions were organised 
between patients and health care professionals to teach them how to monitor their blood 
glucose levels.
Where written material is not an effective method of delivering health information, 
alternative ways of delivering this information need to be sought. Visual aids such as 
charts with diagrams and colours can be used to help the patient manage their diabetes. 
Interaction between patient groups and health care professionals can also aid the process 
of communication.
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10.3.2 Ethnicity and Religion:
Religion can play an important role in shaping the lifestyle of British Bangladeshi people. 
This in turn can impact on how these people choose to manage their diabetes. Diabetes 
care provided to the British Bangladeshi population needs to take into account the 
religious constraints that may conflict with the care they are being prescribed. If the 
policies governing the diabetes care delivered to the British Bangladeshi population were 
sensitive to the religious needs of these people then they could relate to and accept the 
care they receive.
The findings from the case study (Table 8.6) emphasised the importance of accounting for 
the religious needs of British Bangladeshi people when forming health policy that 
governed the delivery of diabetes care for this population. Key concepts were identified 
around religion that can help shape diabetes policy to account for the needs of these 
people. These concepts come together to form elements that should inform diabetes 
policy. These elements are as follows and are further discussed below:
• Religious Rituals
• Diet and Religion
• Exercise and Religion
• Diabetes Policies Endorsed by religious Scholars 
Religious Rituals:
The findings from the case study showed that there is a great lack of information and 
formalised health policies around various religious practices and rituals such as fasting 
and prayer times. Very little advice was given to health care professionals on how to treat 
the Bangladeshi patient with diabetes while still remaining sensitive to their religious 
needs. The findings showed that there were no formalised policies on drug administration 
that complies with religious practices and thus the health care provider was left to treat 
the patient in a way that seemed insensitive to the patient religious beliefs and seemed to 
restrain them from practicing their religion.
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Ramadan is the holy month of fasting where it is required to go without food and drink 
from sunrise to sunset and invasive procedures such as blood tests can be seen as 
unacceptable. The dosage of drugs and insulin to treat diabetes needs to be adjusted to 
allow the patient to fast. Slow release drugs can be prescribed specially for this time and 
this will allow the patient to carry out their religious practices. There needs to be 
formalised policies around Ramadan to help diabetes care providers treat the Bangladeshi 
patients while still keeping within the boundaries of their religion.
Prayer times need to be taken into consideration when providing diabetes care. For 
example there is a Friday prayer, which all Muslim men of able body try to attend. 
Scheduling a diabetes clinic that clashes with this prayer time would seem insensitive to 
patients needs.
In order to provide diabetes care that caters for the religious needs of Bangladeshi people, 
diabetes policies need to be in place that takes into account the practices and rituals 
required by the religion.
Diet and Religion:
Diet plays an integral part in diabetes management and also is an aspect of diabetes care 
that is strongly influenced by religion. The findings from the case study showed that there 
were very few diabetes policies concerned with the religious constraints of Bangladeshi 
people as regards their dietary advice.
Dietary advice given to Bangladeshi patients as part of their diabetes management, needs 
to account for dietary restrictions that may be imposed by the religion. For example 
porcine meat is forbidden and any other meat that is consumed is required to be ‘HalaP- 
slaughtered in a ritual way. Alcohol is also forbidden, so any dietary advice including 
advice on alcohol consumption may seem offensive to the Bangladeshi patient.
Dietary advice and meal planners are particularly important for the month of Ramadan 
when fasting takes place. A suitable meal plan would enable the Bangladeshi patient to 
fast but at the same time not prevent their blood glucose levels falling to a dangerous 
level.
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Exercise and Religion:
Exercise is another important aspect of diabetes management that can be affected by 
religions beliefs. When giving advice on exercise to the Bangladeshi patient, restrictions 
imposed by their religious beliefs need to be accounted for. For example in Islam, it is a 
requirement for women to cover themselves up and not wear clothes that reveal the shape 
of the body. In such a situation it would be inappropriate to advise women with diabetes 
to take up swimming in a multi-sex environment where the clothing requirements would 
seem offensive to her. However alternative exercise advice such as walking in the park or 
around the area where she lives would allow her to wear what she wants and would be 
advice that is not insensitive to her religious beliefs. Diabetes policies need to be in place 
that takes into account religious practices in order to provide alternative acceptable 
exercise advice for British Bangladeshi patients.
Diabetes Policies Endorsed by Religions Leaders:
The findings from the case study showed that there were very few formalised policies 
available to health care practitioners on diabetes care and religious practices. Thus the 
health care practitioners would often provide care based on the word of the patient in 
regards to what they can or cannot do within their religious boundaries. This often caused 
confusion due to inconsistencies in what various patients would say. Formalised policies 
endorsed by religious leaders would correctly inform the health care providers of 
religious boundaries and they could then provide diabetes care accordingly. For example 
it is not required for people who are ill to fast during Ramadan. If the health practitioner 
were aware of this allowance made by Islam, then they would be able to advise against 
fasting if they felt that it would be detrimental to their patient’s condition. Policies on 
diabetes care need to make provisions for the collection of correct information on 
religious practices so that health care professionals are rightly informed.
10.3.3 Ethnicity and Tradition:
Tradition can have a big impact in shaping the way people choose to lead their lives. This 
is particularly true for the British Bangladeshi people as tradition plays a big role in the 
choices of food, clothing, physical activity and other aspects of everyday life for these
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people. Lifestyle choices can have a strong influence on how the patient chooses to 
manage their diabetes and advice given on diabetes care can often seem irrelevant to the 
patient if  it does not comply with their chosen lifestyle. In order to make diabetes care 
understandable and acceptable to the British Bangladeshi people, the policies governing 
the delivery of this care need to account for the traditional beliefs and practices held by 
this population.
The findings from the case study (Table 8.7) showed that tradition needs to play a part in 
forming diabetes policy for British Bangladeshi people. There are various aspects of the 
tradition of British Bangladeshi people that need to be accounted for when delivering 
diabetes care. The findings of the case study highlighted key concepts around the tradition 
of Bangladeshi people that should inform diabetes policy. These key concepts merge 
together to form factors around tradition that should inform diabetes care for British 
Bangladeshi people. The following factors were constructed using the key concepts 
around tradition and they are further discussed in detail below:
• Diet and Tradition
• Exercise and Tradition
• Gender and Tradition
Diet and Tradition:
Diet management is a key element of diabetes care. The food choices and cooking habits 
of British Bangladeshi people is heavily influenced by traditional practices. Rice is the 
staple food of Bangladeshi people. In the UK this rice is traditionally accompanied with 
rich and fatty dishes often containing a large proportion of red meat. Food often plays a 
big part in religious and traditional festivals and celebrations, where it is customary to 
serve food that is very rich and high in fat content. A lavishly prepared meal is often the 
pivotal point of social events. So it is evident that traditional practices have a large 
influence on diet in this population.
The findings showed that dietary advice given to the Bangladeshi people needs to take 
into account the traditional beliefs and practices that affect the dietary habits of this
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population if  the advice is to be relevant and effective. If dietary plans do not include the 
food traditionally chosen by this population then the advice it contains would be 
irrelevant. A meal planner detailing western food would not be useful to the British 
Bangladeshi person who chooses to eat traditional food. Diet plays a very important role 
in diabetes management and thus if the patient with diabetes is to be advised to control 
their condition by altering their eating habits, then they need to be given alternative food 
choices that are traditionally familiar. The findings showed that there is very little 
literature and written material available that conforms to a Bangladeshi diet, most dietary 
sheets are based on Western foods. Diabetes policies need to be put into place to ensure 
that more material is produced to help health care practitioners give dietary advice that is 
sensitive to the traditional diets of the British Bangladeshi population.
Exercise and Tradition:
Exercise also plays an important role in diabetes management. The attitude to daily 
exercise and the various types of exercise can be strongly influenced by a person’s 
traditional belief. Not all forms of exercise are deemed suitable in all traditions.
The findings from the case study showed that any exercise advice given to the British 
Bangladeshi patient must take into account possible restrictions imposed by traditional 
beliefs and practices. Firstly the need and benefits of exercise in diabetes management 
need to be widely advertised. The next step would be to design exercise regimes to meet 
the individual patient’s specific needs. If an elderly British Bangladeshi women is being 
advised on exercise regimes, then her choice to wear traditional clothes and not exercise 
in a multi-sex environment need to be taken into consideration. There is a need for 
diabetes policies to be sensitive to the boundaries that tradition may impose on certain 
types of exercise to aid the process of delivering diabetes care suited to the needs of these 
people.
Gender and Tradition:
Tradition can often dictate what is seen as appropriate behaviour when dealing with the 
opposite sex. Some traditions discourage candid conversation between members of the
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opposite sex. This can sometimes create a problem when the patient and the care provider 
are members of the opposite sex.
The findings from the case study showed that when providing diabetes care to British 
Bangladeshi people the issue of gender needs to be taken into consideration. For example 
elderly female patients may prefer to be treated by female health care practitioners. 
Where possible it is important that these preferences are given priority. An elderly female 
Bangladeshi patient would probably feel embarrassed to reveal their most intimate health 
details to a male physician. In such a situation if  she is forced to consult a male doctor 
there is a possibility that she would not relay all the necessary health information and this 
would be detrimental to her health.
The issue of gender can also be a sensitive factor when providing exercise advice to 
patients. The findings from the case study showed that many female patients, especially 
elderly female patients, preferred to attend women-only exercise sessions. If the patient 
has a preference regarding gender due to their traditional beliefs, measures should be 
taken to ensure that these preferences are taken into account where possible when 
providing diabetes care.
Policies governing the care of diabetes need to be sensitive to issues of gender where 
applicable in order to provide care that is adapted to the traditional needs of British 
Bangladeshi people.
10.3.4 Ethnicity and Professional Education:
Health care professionals need to have a good understanding of the Bangladeshi patient’s 
background if they are to deliver diabetes care that is adapted to the needs of these 
people. Professional education can play a vital role in the smooth delivery of diabetes 
care. The findings from the case study (Table 8.8) identified key concepts around the 
need and nature of professional education that is required for the delivery of diabetes care 
that accounts for the traditional and religious needs of British Bangladeshi people. These 
concepts can be summarised into facets of professional education that need to be taken 
into consideration when forming diabetes policy that governs the care of British
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Bangladeshi people. The following facets of professional education are described further 
below:
• Raising Awareness Around Religion and Tradition
• Establishing Trust
• Delivery of Professional Education
Raising Awareness Around Religion and Tradition:
Professional education can be beneficial in raising the awareness around the religion and 
traditions of the patients being treated. The findings from the case study showed that in 
order to provide diabetes care to British Bangladeshi population, health care professionals 
need to gain a good understanding of the backgrounds of these people. The findings 
showed that there is a lack of formalised methods aimed at providing information to 
health care professionals that would inform them about their patient’s background.
Tradition and religion play an important part in shaping the origins of the Bangladeshi 
people. It has already been shown that tradition and religion heavily influence how these 
people choose their lifestyles. Subsequently their lifestyle has a huge impact on their 
diabetes. Health care professionals need to have an understanding of the religion and 
tradition of the British Bangladeshi people to enable them to provide diabetes care that is 
sensitive to the needs of this population. With an understanding of the Bangladeshi 
patient’s religious and traditional practices health care professionals are in an empowered 
position to be able to provide care that is adapted to the needs of this population. 
Inconsistencies that occur from trying to treat a population based on information, about 
religious and traditional practices, gathered by word-of-mouth, would no longer exist if 
information were provided in a formal manner.
Diabetes policies need to be put in place that make provisions for raising the awareness 
around the traditional and religious beliefs and practices of British Bangladeshi people. 
This will enable the health care professionals to gain a better understanding of their 
patient’s background and subsequently provide diabetes care that complies with their 
chosen lifestyle practices.
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Establishing Trust;
Establishing a sense of trust between the patient and the health care professional is vital to 
the good delivery of health care. The findings fi'om the case study showed that a sense of 
trust is allowed to develop between the patient and the health care professional, when the 
patient feels that their lifestyle choices are being respected by the care provider and being 
accounted for in the treatment they are receiving. It is essential that the patient feels 
confident in their health care professional’s ability to understand their needs as an ethnic 
minority patient. Formal policies aimed at raising the awareness around the Bangladeshi 
patient’s tradition and religion would put the health care professional in a better position 
of gaining their patient’s trust.
Delivery of Professional Education:
Formalised methods of the delivery of professional education can take on various shapes. 
The method of delivery needs to be suited to the individual health care setting and also 
take into account the patient population to be treated. The findings fi'om the case study 
showed that there is a great lack of formalised ways of delivering professional education 
aimed at raising awareness around the specific needs of the British Bangladeshi people.
The case study findings showed that professional education could be delivered in various 
ways. Interactive workshops could be set up where health care professional are given 
information on the traditions and religion of the Bangladeshi people. Information packs 
can be distributed to health care workers containing information on religious festivals 
such as Ramadan and associated practices, information on diet and methods of cooking, 
etc.
In areas of large ethnic minority populations professional education is essential if the 
specific needs of the people are to be met when delivering health care. This education 
needs to be ongoing so that new health care professionals coming into the area can be 
informed straight away.
Diabetes policies need to take into account and make provisions for the delivery of 
professional education in order to provide diabetes care that is suited to the needs of
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British Bangladeshi people. Policies need to be based around organising formal 
workshops where health care professionals can attend and discuss the needs of their 
patients. There needs to be policies in place for the development of information packages 
that can be distributed to health care professionals working in areas with large ethnic 
minority populations. There needs to be provisions for involving community members 
and leaders in creating these information packs so the information they contain is correct 
and endorsed.
10.3.5 Ethnicity and Patient Education:
Raising awareness in a person with diabetes about their condition and how to manage it is 
one of the vital steps in diabetes management. If the patient is aware of how they are 
being affected by their condition and also how they can prevent complications arising, 
they are more empowered to deal with their illness.
The findings from the case study (Table 8.9) showed that there is a big need for 
formalised patient education to raise awareness around health issues and diabetes in the 
British Bangladeshi population. The case study findings highlighted key concepts around 
the need and delivery of patient education in this population. These key concepts can be 
grouped together to form facets of patient education that need to inform diabetes policy in 
order to deliver diabetes care that is suited to the needs of the British Bangladeshi 
population. The facets are as follows and they are described further below:
• Raising Health Awareness
• Delivery of Patient Education
Raising Health Awareness:
The findings from the case study showed that levels of awareness around healthy living 
practices need to be raised within the British Bangladeshi population. It has already been 
shown that the British Bangladeshi population are at the highest risk of developing 
diabetes in the UK. Raising health awareness in this population will enable the patient to 
be aware of their risk and alter their lifestyles to reduce the level of risk. If they are aware
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of the symptoms then they may be detected at an earlier stage leading to early diagnosis. 
This can prevent complications that may arise from diabetes that has been left undetected 
for long periods of time.
Raising health awareness needs to start at an early age. The case study showed that the 
population would benefit if the move to raise health awareness in this population started 
at an early age due to their predisposition to the condition. Children would learn about 
diabetes and take this information home to other family members who may already be 
suffering from the condition. Health awareness needs to be aimed at the family as a whole 
rather than just the individual with diabetes.
Diabetes policies need to be put in place geared at raising health awareness and diabetes 
awareness in the British Bangladeshi population. This can be through educational classes 
specifically for patients or information packs that patients can take home.
Delivery of Patient Education:
The case study findings showed that the chosen method of delivery of patient education in 
the British Bangladeshi population has an impact on how this information is received and 
advice taken on board. The findings showed a gap in appropriate methods of delivery of 
patient education to this population.
The case study findings showed that due to high levels of illiteracy amongst this 
population written material such as health promotion leaflets were not always the ideal 
methods of delivering patient education. Hands-on approaches such as diabetes fairs and 
story telling sessions were successful at getting the message across. In the case of written 
material, resources should be adapted to the needs of the patient, for example if  they are 
unable to read, diagrams and colour coded charts may prove beneficial. Translations of 
written material into the native language may also benefit some people. The case study 
findings also showed that English classes specifically geared at explaining medical terms 
used by health care professionals and labels on medicine bottles would also help the 
British Bangladeshi patient.
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Patient education that is endorsed by religious and community leaders would enable the 
patient to clearly define their religious and traditional boundaries. They would feel 
empowered to manage their condition while still complying with their religious and 
traditional beliefs.
Diabetes policies governing the delivery of diabetes care for British Bangladeshi people 
must incorporate and account for the need of patient education if the diabetes care 
delivered is to be adapted to the needs of this population. Policies need to make 
provisions for formal education classes and information packs where necessary.
10.4 Policy Recommendations Arising from the Study:
This study has demonstrated the importance of health policies that account for the 
specific needs of ethnic minority people. The exploratory survey has showed that there 
are very few diabetes policies available to health care practitioners that cater specifically 
for the needs of ethnic minority people. The case study, as has been discussed above, 
identified themes and key concepts around these themes that need to be incorporated into 
diabetes policy in order to deliver a diabetes care service that caters for the needs of the 
British Bangladeshi population. The policy recommendations that arise from this study 
are summarised below.
Communication:
• Interpreting services need to be established and existing services improved.
• Interpreters must be trained to meet the needs of British Bangladeshi patients.
• Health advocacy services need to be improved and expanded to areas with large 
British Bangladeshi populations.
• Interpreting and health advocacy services where available need to be well 
advertised.
• Alternative methods of communication such as visual aids and colour coded 
charts should be used where appropriate.
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Religion:
• Diabetes care should take into account religious rituals such as fasting and prayer 
times.
• Diabetes care regarding dietary advice needs to be delivered in such a way that 
accounts for the religious practices around the diet of British Bangladeshi people.
• Advice on exercise as part of diabetes care must account for religious constraints.
• Diabetes care that is formalised to incorporate religious practices and beliefs 
needs to be endorsed by religious scholars.
Tradition:
• Diabetes care in the form of dietary advice needs to incorporate traditional dietary 
practices such as chosen food groups and methods of cooking.
• Advice on exercise as part of the diabetes care service needs to be sensitive to the 
traditional requirements observed by the British Bangladeshi people.
• Diabetes care delivery needs to be sensitive to the traditional ways of interaction 
between opposite genders.
Professional Education:
• Provisions need to be made for health care professionals, to help raise their 
awareness around the tradition and religion of British Bangladeshi people.
• Professional education needs to be promoted to help build trust between patient 
and health care provider.
•  Different methods of delivery of professional education need to be employed such 
as workshops, seminars and information packages.
Patient Education:
• Awareness around healthy living and diabetes needs to be promoted within the 
British Bangladeshi population.
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• Provisions need to be made for the delivery of patient education in the form of 
classes, hands-on approaches such as diabetes fairs and story telling sessions and 
information packages.
10.5: A Schema for the Inclusion of Ethnicity into Health Policies:
The overall aim of this study was to identify the issues around ethnicity that need to be 
incorporated into health policy in order to make the delivery of care governed by those 
health policies applicable to people from ethnic minority groups. The findings from the 
case study revealed the issues of ethnicity around British Bangladeshi people that need to 
be incorporated into diabetes policy in order to make the diabetes care that is delivered 
appropriate for this population. The researcher then went on to use the findings from the 
case study to build a schema (Figure 9.3) depicting a pathway through which the ethnic 
issues identified in the case study could be applied to translate all health policies into 
policies that cater for the needs of ethnic minority people.
A simplified model of the patient’s journey (Figure 9.1) through a primary health care 
setting was used based on observations made by the researcher at the setting of the case 
study. A detailed schema was built which showed, where the various issues of ethnicity 
need to be accounted for in the different stages of the ethnic minority patient’s journey 
through the diabetes care system. It was proposed that this schema could be applied to 
inform health policies at a micro level for ethnic minority people not only in diabetes care 
services but for any health policy. The researcher concludes the findings of the study with 
a simple schema giving an overview of the issues of ethnicity that need to be taken into 
consideration when forming health policy for ethnic minority people.
Figure 10.1 below shows a generalised pathway of how policies can be adapted to include 
ethnicity based on the findings of the case study.
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10.6 Conclusion:
The United Kingdom has a multi-ethnic population. To deliver a health care service that 
is accessible to each and every member of this population, ethnicity is an issue that needs 
to be taken into consideration when forming health policies that govern the delivery of 
health care. This research study has identified the issues of ethnicity pertinent to the 
delivery of health care to the ethnic minority population residing in the UK. Diabetes and 
the British Bangladeshi population were chosen as a vehicle to identify the specific issues 
of ethnicity that impact on the delivery of health care.
This study started by exploring literature on health policy and the system of making 
health policies that are informed by evidence. The literature detailing the importance of 
the inclusion of ethnicity into health policy was then investigated. Through the 
exploration of national statistics in disease prevalence and incidence, diabetes and the 
British Bangladeshi people were then identified as a vehicle for a case study to enable the 
researcher to investigate and identify the specific issues of ethnicity pertinent to the 
delivery of appropriate health care.
The first stage of the data collection was conducted to investigate all current diabetes 
policies. This identified a lack of diabetes policies in the current health care system that 
account for the specific needs of people from ethnic minority groups. The case study was 
then conducted to identify the issues of ethnicity that need to be included in diabetes 
policy in order to provide diabetes care that caters for the needs of the British 
Bangladeshi population. The findings from the case study were then applied to design a 
theoretical schema depicting a pathway for the inclusion of ethnicity into all health 
policies.
The research started by identifying a gap regarding ethnicity in current diabetes policies. 
Through further data collection and analysis this study has identified the aspects of 
ethnicity that need to be incorporated into health policy. This research has started to fill 
the gap by identifying a conceptual schema for inclusion of ethnicity into health policies. 
Thus the body of knowledge relating to health policy and ethnicity has been added to by 
this research study.
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10.7 The Experience Gained Through Conducting The Research Study;
The researcher gained invaluable experience whilst conducting the study particularly in 
regards to developing self-discipline and confidence in the ability to conduct research that 
is both rigorous and applicable. The process of exposing work to a critical audience and 
accepting criticism positively has been a valuable learning process. The progression of 
addressing a research question from the root-level, through sound research to reaching a 
conclusion has been a rewarding experience for the researcher.
10.8 Strength and Weakness of the Research Study:
The strength of this research lies within the single case study. The unique setting for the 
case study enabled the researcher to collect apposite data that allowed for an in-depth 
understanding of the aspects of ethnicity pertinent to the delivery of good diabetes care 
for British Bangladeshi people.
Due to financial and temporal constraints, alongside changes that were at the time taking 
place to the process of obtaining ethical approval, the researcher did not have the 
opportunity to apply the schema proposed in Chapter Nine to a different ethnic minority 
group. This may be seen as a weakness to this study.
10.9 Recommendations for Future Research:
The aim of this research study was to identify issues around ethnicity that need to be 
incorporated into health policy. A case study was conducted to identify the ethnic issues 
pertinent to the effective delivery of diabetes care for British Bangladeshi people. The 
findings from the case study identified the issues of ethnicity for Bangladeshi people 
residing in the UK that should be incorporated into diabetes policy in order to provide a 
diabetes care service that is suited to the needs of this population. The research proposes 
that the ethnic issues identified for British Bangladeshi people regarding diabetes care 
should be applicable to all health policy governing the general health care of ethnic 
minority people. The ethnic issues identified in the case study were in a way generalised
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to theory and a theoretical framework for inclusion of ethnicity into all health policy was 
designed.
A single case study cannot provide statistical generalisation, however it can provide a 
theory about events studied that in no ways detracts importance from the findings of this 
research. To support the theory suggested in this study it may be recommended that 
similar case studies are carried out in other ethnic minority groups.
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INTERVIEW EIGHT 
POLICY MAKER
KEY:
A: Researcher 
B: Interviewee
A. When you write your policies do you think about communication with the 
patient? Is it a problem, do you see it as a problem communicating with 
Bangladeshi patients?
B. Yes, I do think that is something that has come to the fore really in terms of 
how we adjust the care that we give because, mainly because of them not 
having English as a first language. And for also the people that can’t read and 
so we have looked at ways of trying to offer care that is not using the written 
word. So that it is quite visual. So, for example we have developed 
monitoring, diabetic monitoring cards which is really about colour coding and 
combinations and specifically for people that can’t actually read or can’t 
correlate numbers.
A. Do you see this as a problem, is it a big problem?
B. Rather than regarding it as a problem I see it as a challenge, it’s looking at 
another way to deliver care really, so yes, it’s a... I always find I have to be 
aware of actually changing tact when I am first of all dealing with somebody 
who is using advocacy or interpreting first of all, it’s actually about getting 
things back down to basics so they can be understood, so it is actually 
simplifying things sometimes.
A. Your policies do reflect that?
B. Yes I think, yes I would say they do.
A. Would you take religion into account when forming policies for the care of 
Bangladeshi people with diabetes?
B. Oh yes, we do have to primarily well certainly with looking at the fasts that 
take place during Ramadan and the change of lifestyle that goes along with it.
I think we have to respect that that happens as well. Also people’s eating times 
differ, because of the fact that they have gone to the, perhaps they have gone 
to pray and can’t eat early. So we certainly, I should say accept that that is part 
of the package really.
A. What about culture, along with religion they do sort of go hand in hand to a 
certain extent, culture would be something you would take into account as well?
B. Yes and also cultural values about what we try to look at people to change really, 
within the roles of men and women. For example exercise as well, a lot of women 
don’t see it as particularly the sort of thing they should be doing as in older 
women to be sort of out there exercising for example. I would put that as a 
cultural...
A. And again would you say your policies do reflect...
B. When you talk about policies, I mean, I would say sort of like nothing, I would 
have to sort of say nothing is actually written in slate, I would say that in terms of 
written policy, it’s not there written down. But I would say it’s within the care 
that we have all verbally agreed on. We do take that into account in the practice.
A. How important do you think it is that the policies do reflect the cultural and the 
religious needs of people when providing diabetes care?
B. I think without an acknowledgement of the group of people that you are dealing 
with; I think that whatever you do is actually quite meaningless. I don’t know if I 
am speaking for other people here, I think that you can rollout the package of 
care, but if it’s not relevant to somebody it is completely useless. I think that a lot
of these you know, I think you have to take on board a lot of the issues that come 
with particularly the Sylheti Bangladeshi community here.
A. More so because it is diabetes care, because self management is one of the best 
ways of...
B. No, no I wouldn’t necessarily say that, because everything that requires coming 
together to understand a pathway of care has to be about, it has to be about a 
partnership really and you have to accept where somebody is coming from really. 
And I don’t think you can do that automatically. You can’t just ask somebody to 
do something if they don’t understand the relevance of it to them.
A. Would you say this is particularly more important in the Bangladeshi community 
because it is known that they do tend to hold onto their cultural beliefs quite 
strongly, or would you say it is the same across the board regardless of what 
ethnic background, the importance of adapting policies?
B. I think it’s, I mean I have worked before with a West African community, I think 
there has to be a certain understanding of the environment and the attitudes and 
beliefs of where people come from before you can even try to roll things up. I 
wouldn’t say... the Bangladeshi community has got it’s own set of values but I 
wouldn’t say that the feeling that you can give healthcare just straight out to 
people, what I am trying to say that it is common across the spectrum, if that 
makes sense.
A. Bearing in mind that religious values and cultural beliefs are quite important and 
they do need to be reflected in the policies, do you think professional education, 
when I say professional I mean care providers here, do you think there is a need 
for educating professionals in regards to the religious and cultural values of these 
people?
B. I think there is a lot of background education that happens in terms of the way 
that the centre is set up. I suppose the, food plays a big part in that. I think there is 
a lot of very sort of subtle educating that goes on all the time literally. So I think
yes, I think that a lot of it just happens through being part of being at this centre. 
But at the same time I think that, I think it depends on where people are coming 
from. I’m not particularly sure whether or not sitting somebody, people down for 
the Bengali education sort of session, some of it could provide an interesting 
background and interesting information for individuals but I think it just depends 
how much you have absorbed as well.
A. Patient education then on the other side, do you think there is a need to educate 
the Bangladeshi patient about their condition, do you think that plays a big part in 
the care of diabetes?
B. I think that our end aim is that people are empowered enough to actually look 
after themselves with our support. It’s not that. . . s o l  would say that we can 
provide information for people and educate just sounds a bit patronising, but in 
terms of what we can offer people, yes our end aim is that people know how to 
manage themselves. Know and understanding implications of their way of life on 
their disease process.
A. Do you think it’s an idea maybe to start at school level to try and teach children, 
because it is such a common problem within the Bangladeshi community, do you 
think it is worth having maybe an education programme at school level to try and 
make children more aware of diabetes and the implications?
B. Yes, it’s quite a big thought of mine actually. I think the responsibility, 
sometimes the responsibility for providing people with certain food stuffs doesn’t 
just necessarily lie within the family actually. I think the whole community has a 
responsibility to be more aware of how we all live. And I think yes it starts from 
school it starts from when you have a baby, and I don’t think it’s not just about 
the end disease, it’s absolutely to do with going right back to sort of help people 
to understand that the choices they make for their children really are quite 
formative for the future.
A. Do you think the current policies and guidelines that are in place and I am talking 
about policies at a national, regional level and possibly at a local level actually 
reflect the needs of Bangladeshi diabetic patients?
B. I don’t think they’re enough. I think they are about mopping up actually. I think a 
lot of them are about statistics. I don’t think they show a total total commitment 
to, they show some commitment to addressing health problems but I don’t think, 
like the previous question really, I think you have to get policy in place to really 
look at things from scratch again, to have a government that totally reflects that 
to. It’s a really big one. I think though, like the National Service Framework for 
example is about setting basic standards and actually trying to work on that, so I 
think you got to have those in place. You got to have some measure of how much 
input people have had, how much understanding they have got.
A. What would you add, if it was said to you to create the perfect policy that is going 
to reflect the needs of Bangladeshi people being the highest risk group in this 
country at the moment, what would you do, how would you go about it?
B. Some of it is resource led, so you would have to put in place totally dedicated 
group of people who were trying to address the problem right from the word go. 
And I think that health information, health education from the root point, I think 
as well a community has to take a certain sense of ownership from the problems 
that face it. So I would say that perhaps there should be much much closer 
working with people of the religious community, in terms of being proactive 
about people’s disease management. Sort of look at it from a much broader 
spectrum. And food provision and exercise provision, all of these things, there 
should be a very loud voice really and I think as well certain initiative, such as the 
story telling group. A lot of word of mouth stuff, there just needs to be more of 
that.
A. In the current care that is provided is there any one thing, it can be more that one, 
but is there anything that is screaming out at you saying that there is really a big 
lack in this area, there needs to be more work done, any particular area, for
example you need more interpreters because of the lack of communication 
between doctors and patients? Is there any one area that you would say that...
B. Yes first of all that is an enormous area, I do think that language, we are probably 
a little bit luckier here than a lot of places. We obviously can tap into interpreting 
services, so yes health advocates would be absolutely fantastic. Eye care in this area 
is completely shambolic, totally, totally shambolic. I would also say that the hospital 
services for those people who are much further down the line in terms of their 
diabetes isn’t completely up to scratch. And the liaison between secondary and 
primary care could be more. I think as well financial facilities for people to get 
meters. There are masses of area.
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